=< TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires thot the death certificate be executed within 24 haurs after death: Page 4 


3 


his certificate hos been signed by the attending physicion and completely fi 


Eee 


~ 


in by the funeral director, 


Then please remove carbon papers. 


the registrar prior to burial, cremotian, ar removal, and in any event within 72 hours ofter death. 


| or attending physician. 


auld be detached for use as the burial-transit permit. 


‘etained by the haspi 
L DIRECTOR: After 1 


ey moy ber. 
BE poge 


Pages } and 2 should be filed with 
2) 


PA 


5. SEX 6. COLOR OR RACE {7. MARRIED [] NEVER MARRIED [-] | 8. DATE OF BIRTH 
a F W wivoweo Bt DIVORCED [) 27-92 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 129 34 
70 CERTIFICATE OF DEATH 2 


Reg. Dist. No. # 


1, PLACE OF DEATH | 2. USUAL RESIDENCE (Where deceosed lived. If institution: Residence before odminsion} 
° °. b. COUNTY 
Carroll Lacphten Maryland Cit 
b. CITY OR TOWN (If outside corporote limits, write | ¢. LENGTH OF STAY IN tb c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
RURAL ond give nearest town) b a hs 
altimore ; 
d. NAME OF HOSPITAL (If not in hospitol, give street oddress) d. STREET ADDRESS @. 1S RESIDENCE 
OR INSTITUTION ON A FARM? 
Springfield State Hospite 2509 Dulaney Street ves (] NOX} 
3. NAME OF First idl. 4. DATE ¥ 
Eee ies Middle Lost oA Month Day eat 
(Type or print) Theresa Auberger DEATH il 


9. AGE {In years [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
lox birthday) 
4 yrs. 


100. USUAL OCCUPATION (Give kind of work done! 


U 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 
during most of working life, even if retired) 


12. CITIZEN OF WHAT COUNTRY? 


ousewife At Home Germany USA. 
13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
John Younge Unknown 
15. WAS DECEASED EVER IN U. S. ARMED FORCES? /16. SOCIAL SECURITY NO. 117. INFORMANT Address 
(Yer, no. or unknown) IM? yer. give wor or dates of service) 
no eee unkn S.S-Hosp Records 
18. CAUSE OF DEATH [Enter only one couse per line for (a), (b), ond (c) ] INTERVAL BETWEEN. 
PART |. DEATH WAS CAUSED BY: egies ul 
Ir DSATIMMEDIATE Cause (o|____ Pulmonary embolism 
Uf 4 DUE TO 
Conditions, if ony, which o 
gove fi to immediote 
couse (0), stoting the under. ( OVE TO 
lying cause lost. ©. 
‘3 Paar fl. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART fo) ]19. MBM 
S Paranoid condition yes J) NOX) 
= 200. ACCIDENT WAS UNDERLYING 11 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 1B.) 
& | OR CONTRIBUTING C] CAUSE OF DEATH 
© | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
2 ES 
& |2%0c. TIME OF INJURY Month, Day, Yeor [20d. INJURY OCCURRED —[20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (Stote) 
= Hodt: “en While Not while foctory. street, office bldg., elc.) | 
= p.m. 19 fot work [J of work [J ‘ 
21. | certify thot | attended the deceased fram.____ (nde, 19.50, ta 11=30=__, 19.57 thot t lost saw the deceased 
alive an Pu, fram the causes and an the date stated abave. 
ADDRESS (Street, city or town, stote) DATE SIGNED 


Hospi 


22d. LOGATION (City. py ty)» (Store) 


2do. REC'D BY REGISTRAR 
DATE , 


ACTUAL 
SIGNATUR! 


PHYSICIAN'S 
NAME (Type). W 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 1i 713 
11 707 CERTIFICATE OF DEATH Reg DIRS, 7 Y 


Cael 


f £2 on 
200. ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part | ar Part I af item 1B.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Manth, Day, Yeor |20d. INJURY OCCURRED  |20e. PLACE OF INJURY (Hame, form, | 20f, (City or town} (Caunty) (State) 
Hour a.m. While Not while factary, street, affice bldg., etc.) | 
p.m. fot wark (J ot work [J ' 


_M, fram the causes and an the date stated above. 
DATE SIGNED 


MEDICAL CERTIFICATION 


ADDRESS (Street, city or town, state} 


jould be detached for use as 
the registror priar to buriol, cremotian, or remaval, ond in ony event 


may be retained by the hospitol or attending physician. 


wove —= 
S$ 3 : te Ament aly a Lele gh iN {Where deceased lived. If institution: Residence befare odmission) 
» : 2 a. a. b. COUNTY 
* s2— Carroll peda: Maryland Montgome 
mE ° \ b. CITY OR TOWN {if autside carporate limits, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If autside carporote limits, write RURAL ond give neorest town} 
8 6 se ond og town) Wa ye these. 
ot see esville rs ays esda fs “ 
ed = 23 d. NAME OF HOSPITAL {If not in hospital, give street oddress) d. STREET ADDRESS e. 1S RESIDENCE 
o =e - OR INSTITUTION: ‘ON A FARM? 
3 35 pringfield State Hospital Se ae ew Be 5] NOR) 
2 ges 3. NAME OF First Middle lost 4 DATE Manth Doy Year 
.@- ay a Virginia Estelle Tefft BALIWIN | Sm November 11,” 4, 57 
c = 
= >2 5. SEX 6. COLOR OR RACE | 7. MARRIED [] NEVER MARRIED. [ZI 8. DATE OF BIRTH 9 nce Tea IF UNDER } YEAR| IF UNDER 24 HRS. 
= > 'Y} Month: i 
a we Female White — |wwoweo oworceoQ] | Dec. 28, 1873 Be | hares Darl earl] wary 
3 § oe 100. roe FS a Coal ieee kind _ orl sacs! 1b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or fareign cauntry} 12, CITIZEN OF WHAT COUNTRY? 
£ uring, mast af war even if rel 
e283 / Hotere oven ees - Kentucky U.S.A, 
3 
s 5 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
« 
2 6 Julius L. Tefft Frances L, Tefft 
o 6 e st 
= £33 15. WAS DECEASED EVER IN U. 5. ARMED FORCES? [16, SOCIAL SECURITY NO. [17. INFORMANT Address 
; ag = j {Yer no. ae {IL yes, give wor or dates of service) s 4 field H ital R a 
CaN - - pringfie ospital Records 
g 
ps 
S fe ‘S 3 18. CAUSE OF DEATH [Enter anly ane couse per line for (a}, (b}, and (c).] Tes oe BETWEEN. 
3 20 PART I. DEATH WAS CAUSED BY: Sean cee 
2 °° § IMMEDIATE CAUSE {a 
= a j 
5 =F “ye . DUE TO 
A eo anit chit -eny, whith a Generalized arteriosclerosis: 
3 Re Qave tise ta immediate 
Fata cause {a), stating the under. ( CUETO 
eae lyi last. 
ces ying cause fa: © 
£6c% azingrcatre tod. ee ee 
3 eo. rt Il. OTHER SIGNUFICANT CONDITION: ITRIBUT! TO DEATH, BUT.NOT RELATED TO THE TERMI DISEASE CO! TION. GIVEN,IN PART 1 19. WAS AUTOPSY 
ORB= 4 .B.Slassoosw th dist. oF prowbitmetap ism or nutrd tion; sen: e bra (ON) PERFORMED? 
eS Ss . ‘ bs 3s ho * YES Not] 
£a32 
ad > 
ee -) 
zeg2 
o3% 
SoS 
= 8 
ee 
RSE 
23s 
o2<4 
#28 
<i AL BY 
& A SIGNATUR £ Z 
a 
zz tuycian's Walther H. Sonnenfeldty M.D, Sykesville, Maryland 
Fd ¢ Ra. ee SS ‘22c. NAME OF CEMETERY OR CREMATORY 22d. LOCATION {City, tawn, ar county) {State} 
5. pecify oe Wie wes 
£ 28 ieee 11/16/ Ariat Rockville ,Maryland 
- 2 23. FUNERAL DIRECTOR'S SIGNATURE ADORESS: 24a. REC'D BY reg 1 vi REGISTRAR'S SIGNAFUB 
y 
n\ fr j- Z 
Ys A541 | Robert A. Pumphrey-~Bethesda,#d. al 181 PL be Lez 


Ze 
yi 


As | 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 1 1 "7 1 
11708 CERTIFICATE OF DEATH WS hn $y . 


., 


= se 
@ 33 1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before odminion} 
e & ° 8. b. COUNTY 
* 32 Carroll eras Maryland — 
= Be “Tb. CITY OR TOWN [If outiide corporote limits, write | ¢. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outride corporote limits, write RURAL ond give nearest town) 
8 8 2 RURAL ond give neorest town) . 
soe Rural = Sykesville since 3-26- Baltimore a4. 4 
1S. pao d. NAME OF HOSPITAL (If not in hospitol, give street oddress) d. STREET ADDRESS . 1S RESIDENCE 
oo = pS OR INSTITUTION ON A FARM? 
cS ‘ Springfield State Hospital 923 W. Barre St., #30 yes 2] NO §) 
-€& 3. NAME OF Fit Middle low 4 DATE Month Doy Yeor 
CDN se (ype et prion Peter Joseph BAUERNSCHUB | Stam November 23 19 57 
£ x8 5. SEX 6. COLOR OR RACE | 7. MARRIED L] NEVER MARRIED ["] | 8. DATE OF BIRTH 9. AGE (In years [IF UNDER | YEAR] IF UNDER 24 HRS. 
= 3* if ans Months| Doys | Hours | Min. 
ah male white wow _pvorceog} | Oct. 20, 1901 56m poner | ee} 
£ Fk. Va. USUAL OCCUPATION work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
2 33 1 during most of working I tired} r 
§ 228 Bartender — Baltimore City, Md. United States 
3 5 8 & 43. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
3 3 eee Joseph Bauernschub Myra Dorne 
ee é 3 15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT ‘Address Sykesville, Md. 
= @& 0 (Yar. no. or voknewn) UH yer, give wor or dates of service] H 
& ofs no = unknown Records of Springfield State Hospital 
Par ys 
> 2S 1B. CAUSE OF DEATH [Enter only one couse per line for (0), (b). ond (c)-] INTERVAL BETWEEN 
set a PART |. DEATH WAS CAUSED BY: “ pes Gully 
2 8s z 7 " DEATIMMEDIATE CAUSE fo)_ACutie bronchopneumonia — bilateral =h_da 
5 =A k THK DUE TO 
2 52" Cond f hi 
£ 5. onditions, if ony, which wae 
ie ae 
B RES 4 to immediote @ 
3 Boece couse (0), stoting the under ( DUE TO 
gv oe =2 lying couse fost. te) 
££. % eying 
z 2 $ 5 M4 ra O23 y als IL, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 10} | 19. Sheela aM 
eS > fo See r 
wesse %| Psychosis with syphilitic meningo-encephalitis. Yes B NOC) 
= ran 3 5 = 200. ACCIDENT WAS UNDERLYING () 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
oF oe & lor CONTRIBUTING DD CAUSE OF DEATH 
Zeggs & | Gi EITHER, NOTIFY MEDICAL EXAMINER) pare 
Zssss 3 [Poe TIME OF INJURY Month, Dey, Year [20d. INJURY OCCURRED [20e. PLACE OF INJURY (Home, form, 1207. (Cily or town) (County) {Store} 
Fare ae 4 g eae’ Bes isthe eiaaaait foctory, street, office bidg., etc.) ! 
x5 . Loae les tle wnden, 
x ror = pom. jot work [] of work [7] : 
PR) F i] 
3 3 =e 21. | certify thot | attended the deceased from September 1 19_47, to Nove 22 , 19.21 thot | lost sow the deceosed 
a 2.2 . 
ot $ 3 olive on__.November 22 ___, Tooele, ond that death occurred at 52554 om, from the couses and on the dote stoted above. 
- os 3 a G ADDRESS (Street, city or town, stote) DATE SIGNED 
“560. aca am (2 
apes SewaTune Goan wo. ._ Springfield State Hospital... 12/25/57. 
a2 | 
s 3 PHYSICIAN'S 
< a £ NaMe(typ) Martin Gross, Ms De _ Sykesville, Maryland 
a a 7 = : : 
a“ lO. BURIAL, CREMATION, | 22b. DAT? THEREOF Tid. LOCATIGN (City. town, of cpd 
ae: take | 1/27) esr darich Kel) Ms : 
ee vasa DIRECTOR'S SIGNATURE ST OO 10 ab. REGISTRAR'S SJGNATURE 
Vs ANS (4 . WwW A a alan = C fee 
130 bey \ f TI A name * Dia) AY hs LIAL Ly az AS 


3A Avan 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 117 1 
41709 MEDICAL EXAMINER’S CERTIFICATE OF DEATH 47, 5 


wa 


H 3 & Reg. Dist. No. 

ge 2 1, PLAGE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If Institution: Residence before odmission) 
g2 6 1 0, STATE b, COUNTY 

ratte gorro ht. MARYLAND Verret f 

ze’ . LENGTH OF STAY IN Ib CITY OR TOWN (If ( ide corporote limits, write RURAL ond give neorest town) 

mae ss 

2% ] ) Vy x) 

g Ss d. NAME rors OR INSTITUTION {If not in hespitol, give street oddress) “d. ST ADDRESS. / @, IS RESIDENCE 
ae ‘ j E ON _A FARM? 
vat or 3 3/ ves Rg No CJ 


3. maconaa 


® 


File pages 1 and 2 with the registrar prior ta buria! 
Ny 


- p 
15, WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. }17. INFORMANT Ng lilig Address 
(Yea, ne. oF unknown) (Uf yes, give wor or dates of service) ee ye sj Paget, 4 oe 2 
No — 18309-1467] Mrs. Mary Kelly, R. D. 1, Hampstead, Mie 


INTERVAL BETWEEN 
ONSET AND DEATH 


18. CAUSE OF DEATH [Enter only one couse per line for (0). (b), ond (c).] 


PAT. DAT WS Seer RUS Hy b WWiwR iY +e Spine dud CHEST 


DUE TO 


3 C Fira Middle 4 DATE Month Doy Year 
Bes ‘ype prin) ALV sh b HER 2 WER | deat Nes a 1997 
eae 6. ae ‘OR RACE [7 MARRIED [-] NEVER MARRIED []]B: OATE OF BIRTH COs ag GSN ALTE SC 
=n Fo e Months] Days | Hours | Min. 
ase wioowen =] —oworcen ff | S/ 22, SF ml 
oS 0 hal 
808 I Wa. USUAL PY ae = Ae ive kind of work done 10b. KIND OF BUSINESS OR INDUSTRY | Tl. BIRTHPEACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
Tq f during most of working lite, even if retired) ° ty 
BBs arm Hand Fara Hanover, Po. R. D. eSedie 
phe 
4 in! = 33, FATHER'S NAME V4. MOTHER'S MAIDEN NAME 
ans Isaac Bortner Lucinda Pukrman 
2 
ae g 
‘4 
= 
og 
2 
ot 
ae 
$8 
—~<£ 


21. I certify that | todk charge of the remai 


& described above, held an Autopsy (_], Inspection", Inquiry Pd). ond find that 
death result¢@ from: Natural causes ([], 


cident [7], Svicide [1], Homicide [], Undetermined cause [7]. 


certificate, writing the ward ‘‘pending’ 
AL DIRECTOR: Page 3 should be used os a burial-transit permit. 


= ons, if ony, which 
Zo 0 immediote couse ie 
$5 (0), stoting the underlying( SUE TO 
£5 Pas 
=a couse lost. (2 
Pa 3 PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)| 19. Ny tC Uae 
= = RMI 
ra = 
= S ves(]? no] 
3 ‘& | 200. EXTERNAL CAUSE WAS 20b. DESCRIBE Ht ' RY RED. (Ente injury i ii 
5 F: Prine FEONTRIELTING o 4, BE HOW io OCCURRED. (Enter noture of ea in Port I or Port I of item 18.) 
; : j y A _ ha kiinyads Mrows porto 
a S | 20c. TIME OF INJURY “Month, Day, Yor [20d. INJURY OCCURRED f20c. PLACE OF INJURY (Home, form F T20H. (City or town) (County) (Stote), 
3 8 four een While Not whilads] (Dslor. street, office bldg. ote.) 4 ae 
E g p.m. 19.5 7 fot work (J ot work RI] fp PALLIAT ED 
z 
7 
= 
oe} 
° 
5 
2 
3 


TO DEPUTY MEDICAL EXAMINER: This certificate shauld be executed withi 


DATE SIGNED 
SGNaTups WZ ‘ Mp, CHIEF MEDICAL EXAMINER [J 
r) s ASSISTANT MEDICAL EXAMINER 

SS by Sf% AL A /1 fo 
e e py Am ; AK SH DEPUTY MEDICAL EXAMINE EL, 
ee 
Ppa de Tie. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City, town, or county) ef 
oe O° ° 

2 


Littlestom, Adams Co., Pa. 
‘24a. REC'D BY REGISTRAR } 24b. ae tae peel ihe 


DATE, oe 7 a Ltr 


St, Johmne Cemetery 
ADDRESS: 
Littlestorm, Pas 


VS. AISME(5} 
5M 9/55 


cA fivaune 


t KON 


oe 


by the funeral director, 
and 2 should voles with 


In 


® 


After this certificote has been signed by the attending physicion and completely fi 


baeeq 


13. FATHER'S NAME 


in 72 hours ofter death. 


Then please remove corbon popers. Poges 


MEDICAL CERTIFICATION. 


uld be detoched for use as the buriol-transit permit. 


the registror prior to buriol, cremotian, or remaval, and in any event 


L DIRECTOR: 


2S: 


moy be retained by the hospital or attending physician. 
poge' 


TO FU 


& 
> 
ae 
= 


~ 
° 

& 
o 
e 
a 
5 
3 
3 
s 
< 
cy 
4 
5 
6 
= 
= 
7 
c 
£ 
3 
2 
2 
3 
3 
8 
x 
3 
© 
s 
2 
ry 
a 
3 
$ 
4 
$ 
So} 
e 
= 
x) 
= 
s 
a 

& 
= 
3 
= 
Py 
= 
= 
= 
ee 
a 
Es 
x= 
a 
og 
2 
o 
z 
e 
< 
oo 
° 
= 
« 
& 
a 
ce} 
= 
° 
fod 

¥ 

1 


2a 
& 
& 


ry 
= 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 1 1 7 1 6 
417109 CERTIFICATE OF DEATH Ee 8s 


2 Mae a Gacd 2. wee RESIDENCE (Where deceased lived. If institution: Residence before odmission) 
b. COUNTY 
Carroll MARYLAND Maryland Montgome 
b. CITY OR TOWN (If outside corporote limits, write ¢. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
gum ‘and give nearest town) = Wy 
Sykesville S23 da Brookeville Ox ee 


d. NAME OF HOSPITAL (If not in hospitol, give 


reet 13. d. STREET ADDRESS @. 1S RESIDENCE 


pringfield State Hospital - ves NOS 
3. NAME OF First Middle lost 4. Date Month Day Year 
{Type or print) Arthur Washington BROWN, Sr.| otaty November 8, 1 97 
5. SEX 6. COLOR OR RACE |7. maRRieD [] NEVER MARRIED [] | ® OATE OF OIRTH 9. AGE (In yeors [IF UNDER 1 YEARTIF UNDER 74 HRS, 


irthdey) 
yrs. 


Min. 


Male White wivoweo CK olvorceoQ] | August 22, 1883 wa 


10a. USUAL OCCUPATION (Give kind of work done! 10b. KIND OF ay” INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 


during most of working life, even if retired) 
Lipp Maryland 


Farmer 
14 MOTHER'S MAIDEN NAME 
Marion Lownsenn 


12. CITIZEN OF WHAT COUNTRY? 


U.S.A. 


William A. Brown 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? | 16. De SECURIT. 17. INFORMANT Address 
(Yes, no. or unknown) UE yet, give wor ar dates of 1ervice] 
° - Bal Springfield Hospital Records 


18. CAUSE OF DEATH [Enter only one couse per line for (0). (b). and ae ] INTERVAL BETWEEN 


ONSET AND DEATH 


=) a OrATH MEDIATE cause fo)_Cangrene, right foot Days 
ie ce DUE TO 
Conditions, if ony, which w_Obliteration of arterial circulation Days 
gove rise to immediote( 


couse (0), sloting the under: 


ivdeipfeatsome. Generalized arteriosclerosis x 


Paar il. OTHER sien se aeons CONTRIBUTING TO DEATH BUT NOT ih; LATED TO THE T| mt Seon SHLD ITION GIVE} IN PART 1(0}/19. WAS AUTOPSY 
Ce B.S S.assoc wit «of “Metabolism, gro or nu senile PERFORMED? 
ain h_ns: ye] No 


200 ACCIDENT WAS | inoedtive jay 0b: DEschee HOW INJURY OCCURRED. Mean noture of injury in Part | or Port Il of item 18.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, 
Hour a.m. 
p.m. 


———— 
Year ]20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (Cily or town) (County) (State) 
While No! while factory, street, office bldg... ey : 


jot work [[] at work [] 


Doy, 


ee .. 192.7_.,that | last saw the deceased 
354m, from the causes and an the date stated abave. 


ADDRESS (Streel, city ar town, state) DATE SIGNED 
SeWatun 0. field State Hospital 11/8/57__.. 
MAMeinns, Walther H, Sonnenfeldt » MD. ‘ males sville, Maryland 


Zd. LOCATION wn, oF county) (Stote) 


No. BURIAL, CREMATION, my DATE ne Mc. NAME OF CEMETERY OR C ity, town, 
Spo 9. { pee y ” 
“Li CHILL, MLL GEMMA Pe C 
a ‘24a. REC'D BY eaansor (/ R'S “£4 
G DATE 


3 "A NVauna 


Dares 3 " 


al 


y the funeral directar, 
\d 2 shauld be filed with 


® 


Pages 1 


_ 


in 72 haurs after-death. 


Then please remave carbon papers. 


nding physician. 


pi 
DIRECTOR: After this certificate has been signed by the attending physician and completely 


Id be detached for use as the burial-transit permit. 


the registrar prior ta burial, crematian, or remaval, and in any event 


ined by the has; 


2 ae 


moy be r. 


< TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 haurs after death: Page 4 
i TO FU 


a 
2a 


g 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 17717 
CERTIFICATE OF DEATH 


Reg. Dist. No. 
t PLACE OF OATH yj 2. USUAL RESIDENCE (Wiyf deceased lived. If inslittion: Residence before odmission) 
°. ”Y, °. b, COUNTY 
MARYLAND Z 
MULE, —tU ds Ae: 


b. CITY OR TOWN (If oun 
RURAL ond lie. neay 


Rin GLIA 


ide es Tieits, write 
i 


© CITY. OR TOWN {iF outside corpoite lirnits, wie RURAL ond give nearest town) 


Vi e 
LL VL PALA hao] a K 
A-| 54 REET ADDRES: 5 Pet] + 1S RESIDENCE 
@ ZiidtAa, ves] Noh 


4. DATE Month Day Yeor 


+ DeCeAStD 


* RRS dine G00 A Sata “e = 195, 7 


5. SEX 6 scale ORR 7, wasn il Nev ep |. oate oF Bint 9. AGE (In yeor IF UNDER 1 YEAR] IF UNDER 24 HRS. 
lostbirthda i. 
Pie OSE AT pe | aire een a wl ead 
100. during) CU aI (Give kind igh work dane} 10b. KIND OF BUSINESS OR OUST RTHPLACE (Stote or foreign country) 12. a, OF WHAT COUNTRY? 
luring host of working 
Ade ot a f 
Fh 14. MOTHER'S Mira hae 
y bu AGT K2tinLe P74 Ped 
e/ be B 16. SOCIAL SECURITY NO. |17, INFORMANT Address hy 
O-16 6 SHAAA (2 LEAL a SOLE, £4 
G J 
z 


1B, CAUSE OF DEATH [Enter anly one couse per tine for {o). ae ond ay INTERVAL BETWEEN 


PART |. DEATH WAS CAUSED By: ONSET AND DEATH 
IMMEDIATE CAUSE (0) 


QUE TO 


27 

M - s 
Conditions, if ony, which 5 Ch Tepe tity 7 
gave rise ta immediate 
couse {0}, stating the under- DUE TO 
lying couse fast. e 


Past It. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATEO TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 2(a)|19. ee er 
mt 
ves] no] 


20a. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Part # or Port II of item 16.) 
OR CONTRIBUTING LJ CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, be Year |20d. INJURY OCCURRED —[20e. PLACE OF INJURY (Home, form, | 20F. (City or town} (County) (Stote) 
Hor kowrs While OM =i factory, street, affice bldg., eel! 
Pom. lot work [7] at work 


21. U certify thot | ottended the ceceores from Leh, I, ott if 192._Z,that | fast sow the deceased 
olive onVay.R 125 Z. A.-,-, ond that deoth occurred at__. QM from the couses ond on the dote stated above. 


sf Pp ADORESS (Street, city ar town, stote) —_/ SIGNED 
If) ees A AA an b/s 7 
MAG cae AM eticderber Noy a Le Md ftLe2tS. 7. 
PHYSICIAN'S ) MA we i. est em AA ‘ 


Z ‘ 
Zc, NAME OF TERY OR CREMATORY 22d. LOCATION (City, town. or caunty) (State) 
SAMA CALE, LF, Za fL2 hte, fb be uti o-7/7E 
\L DIRECTO} TURE ADDRESS yy ‘da, RECO BY REGISTRAR bp 7 ig s 5 SIGNATURE va 3 
te pelle 7 Pelagic Lage LM STL 3 , ‘Lraben, f Z 
Vln SitrznEZe a anun 


MEDICAL CERTIFICATION 


Wy TA Avaung 


afk = L AON 


D3 arsad e 


1 fh: MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 117 18 
i 1'712 CERTIFICATE OF DEATH 


oe Reg. Dist. No. 

3 = ~~ 1, PLACE OF DEATH 2, USUAL RESIDENCE (Where deceosed lived. If invitution: Residence before admissién) 

z 0. COU a. &. COUNTY 

ts 3 \#) Co-uts Ou MARYLAND shoud. x lt Lncort. 

Bs B. CITY OR TOWN (If outside corporate limits, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (IPbutside carporote limits, write RURAL ond give neares! town) 

3 “~~ ‘and give nearest oe ‘ . f eres ra / 

2 Crake Tw. Tmo 14 i Bolinwort BYol- % v 

oS rs d. a (If nat in .— give street address} d. STREET ADDRESS. els ON A PARE 

= ON A FAI 

2 f5 |< | Sipuwe A aa” Sie Mou. Jou 8. Chasten Stat Botls, Md. vesty No 
© 2. NAME OF First Middle fost 4. DaTE Manth Yeor 

(Type ar print) , By unk DEATH avewlyn ay 9 $4 


2 
8 
« 
z 
o 
- 
2 
ts 
a 
& 
5 
8 
8 
$ 
e 
& 
8 
8 
a 
§ 
z 


a-aa! 
3. SEX 6. oe OR RACH | 7. MARRIED [F. NEVER MARRIED [7] |© DATE OF aieTH ®. AGE (in years [IEUNDER I EAR[IF ONDER 24 HRS. 
! ld Months] De Min, 
alo us ty wivoweo [] pivorceo (1) tL {26/ g@ 3 ia “¥ 3] Boys ees fa 


100. USUAL OCCUPATION (Gi ind af work done|10b. KIND OF BUSINESS OR INDUSTRY | tl, BIRTHPLACE (Stote or foreign country) 12, CITIZEN OF WHAT COUNTRY? 


a during mest af working I nif retired) 
on SX KCN. LLL Pa aucl ALS A. 
4 "CH MAIDEN NAME * 
A = WK Coustouce fatKowiak 


15. WAS D rae EVER IN U. S. ARMED FORCES? 17. INFORMANT Address 


ir haan ww Neti ‘ 16. SOCIAL SECURITY NO. @ 
Sa eee y a a 
PZ We» ob. wrce Bo §. Chonter Shah Md. 
18, CAUSE OF DEATH [Enter only ane couse per line for (a), (b). and k, : pres seen BETWEEN. 
PART I. DEATH WAS CAUSED By: \ a ONSET AND DEATH 
] IMMEDIATE CAUSE 0) J 2 


DUE TO ’ ‘ A 
Conditions, if ony, which we OY ol i L ian 
gave rise to immediate 

DUE TO 


cause (0), stoting the under- 
lying cause lo (6. 
Past I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)|19. WAS AUTOPSY 


Pruch » uit Chrnuic alzobolicur , Gok end 1 ond PERFORMED? 


ves] NO iG 
200. ACCIDENT WAS UNDERLYING []__['20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Port | ar Part I! af item 18.) 
‘OR CONTRISUTING L] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Manth, Day, Year | 20d. INJURY OCCURRED. 20e. PLACE OF INJURY (Home, farm, {726F. (City or town} (County) (State) 
Hour a, m. While Not while. factory, street, office bldg., etc.) 
pm. 19 Jot work [J at work [7 H 


21. | certify that | attended the deceased fram.__%_ ==__| g- 19.30, bers [Ex Toees. , 19S 7]that | last saw the deceased 
alive on_f ft - 30> 1 ae, and that death accurred Voi fram the ee on the date stated abave. 


ADDRESS (St OM tA Vee 
es eh : ore 14. Sonvaay folt Ue. As: 
‘Tic. NAMEJOF ZEMEFERY OR GREMUATORY ‘Td. LO Diy 4i¥lown, or caunty) (State)” 

REMO' vee p FY ge 
Miety LECT fC £2 hee 
Yo xl qua, REC'D BY REGISTRAR | 24b, REGISTRAR'S SIGNATURE oe 
sal 
am gfe one f-F7 |, LSet Cte 


MEDICAL CERTIFICATION, 


the registrar prior to burial, crematian, ar removal, ond in ony event within 72 hours ofter death. 
fe) 


7A nvaun 


rem 


~) 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 iy 
39. CERTIFICATE OF DEATH a 


= 


aS ec ore OEU RU Ree OnE (Where deceased lived. If institution: Residence before admission) 
z ES 
Carroll MARYLAND Md. >. couNTY Baltimore 


b. CITY OR TOWN (If outside corporote limits, write | ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN [IF outside corporote limits, write RURAL ond give nearest town) 
RURAL ond give nearest town) 
Sykesville Reisterstown ‘ 


d, NAME OF HOSPITAL (IF not in hospital, give street oddress) d. STREET ADDRESS e. 1§ RESIDENCE 
ON A FARM? 


CRS ICON eae raat Nursing Home Butler Road ves FF No 


i Bete oF First Middle Lost 4 pete Month Day Yeor 
(Type oF print) Mary Elizabeth Caples death Novell, 1957 19 

5. SEX * 6 COLOR OR RACE |7. mario BY NEVER MARRIED [[] | 8. DATE OF BIRTH 9. AGE (In yeors If UNDER 24 HRS. 

Female White |woowoQ ovoreoqy | Jan-29,1874 Kool aed Months] Doys | Hours] Min. 


10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of werp life, even if retired) 


Housewife Maryland U.S. 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


Benjamin P.Ledley Mary A.Wilson 


a was: Pilea ee sae U. Su , naples 16, SOCIAL SECURITY NO. | 17. INFORMANT Address 
| No a es V.T.Caples Sr. Reisterstown,Md. 


1B. CAUSE OF DEATH [Enter only one couse per line for (0). (b). ond teh} INTERVAL BETWEEN. 


ONSET AND DEATH 
PART I. DEATH WAS CAUSED BY Generalized Arteriosclerosis 


, QUE TO 


Conditions, if any, which " 
gove rise to immediote 

couse (0), stoting the ynder: (OVE TO 
lying couse lost, fo 


Patt il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART ol] 19, WAS AUTOPSY 
Aitanie 
AG OX Diabetes ves] No Ct 


20a, ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port Lor Port Il of item 1B.) 
OR CONTRIBUTING LJ CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) a 4 


20. TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED Me. PLACE oe sh gaa so ela seb Hy 20f. (City or town) (County) (Stote) 
Hour 0. n. ‘i f fory, street, office s+ ete.) 
“ee none ww |Wiacawn none H none 


21. I certify that I attended the deceased from..Dec, 22 1937, to_Nov. 1A... 19.5 7hat | last saw the deceased 


ative on__Nov, 11, Ty aay and that death occurred ot 2:45PM, from the causes and on the date stated above. 
7 ADDRESS (Street, cily or town, stote) DATE SIGNED 


Praite elon wo. ...6.Hanover Ra, 11-13-57 


tamctyes___D, D, Caples, M. D. Reisterstown, Md, 
To. aa 2a ‘Wb. DATE THEREOF ‘2c. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, of county) (Stote) 
oeet 
Buria Nov.14,195%_ Dover Cemete Baltimore County,Md. 


23. FUNERAL DIRECTOR'S SIGNATURE AODRESS: 24a. REC'D BY REGISTRAR | 24b. REGISTRAR'S Eh 5 
J.F.Eline & Sons,Reisterstown,Md. pate \ — 13-S Meco St, fy 


A) Yee, EF. 


y the funeral director, 


md 2 shauld be filed with 


3 


e 


ase] 


the attending physician and completely fille| 
Then please remave corbon popers. Pages 


MEDICAL CERTIFICATION 


DIRECTOR: After this certificote has been signed by 
Id be detoched for use os the buriol-tronsit permit. 


& 


the registrar prior ta burial, cremotian, or remavol, and in any event within 72 hours after death. 


be retained by the hospital or attending physician. 
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= MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 Iiécv 
117% 4ceERTIFICATE OF DEATH 


wall 


oy Reg. Dist. No. 

£F 1. PLACE ¢ OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If insltution: Residence before odmission) 

£3( M MARYLAND b. COUNTY 

3 = ia 2 a fe) 

Ss) b. CITY OR TOWN, (If outside corporote limits, write |. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside carporote limits, write RURAL ond give nearest town) 

pre, RURAL and give nearest town) 

aes : 

25 i } iat al aneytown 

a 2. d. NAME OF HOSPITAL ir not in rphall give street address) , d. STREET ADDRESS e 8 sche ale 

ss } OR INSTITUTION { ‘A FARM? 

ag ves an] No GJ 

S 
3. NAME OF First Middl 4. pare x 
e NAME OF irs iddle tot Manth Doy ear 
(Type or print) DEATH Novembe Wy 


Pages 


7. RIED 8. pare OF BIRTH 9, AGE {in yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS, 
5. SEX & COLOR OR PACE ae 25 Oo NEVER MARRIEO [7] lost br eed Doys Min 
WIDOWED EJ oivorceo C] Detobs 


10a. USUAL OCCUPATION (Give kind af wark dane) 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE leis ‘ar foreign oma) 12, CITIZEN OF WHAT COUNTRY? 
during mast af warking life, even if retired) 


a 


bon popers. 


urs ofter death. 


pol 


14. MOTHER'S MAIDEN NAME 


Rob hoema Sara i 


15, WAS DECEASED EVER IN U, S. ARMED FORCES? 116. SOCIAL SECURITY NO. [17 INFORMANT Address 
A | Ps n0- or unknown (UF you, give wer or dates of service) 
no Mi Me ono enns OV. Ne e 


1B, CAUSE OF DEATH [Enter only one cause per line for (0), (b), ond (¢):] INTERVAL BETWEEN 


PART f. DEATH WAS CAUSED BY: ONSET cg DEATH 
IMMEDIATE CAUSE (a) Lh F 


T DUE TO 


d by the attending physicion and completely 


-transit permit. Then please re 


Conditians, if any, which {b) 
gave rise ta immediate 


The law requires thot the death certificote be executed within 24 hours ofter death: Page 4 


‘@. 


s 
£ 
= 
€ 
2 
o 
> 
6 
3 
sg cause (a), stating the under. ( DUE TO 
ae 2 lying cause lost. ). 
« ee 
a 3 we é Past Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 10} | 19. Bie ey aaah! 
RSIS 2 rh oe arr 
3s & & VAbelb- a NA AR Vy AAMAA ves] No 
Paes | 200. ACCIDENT WAS UNDERLYING C]_ | 206, DESCRIBE HOW INIURY OCCURRED. (Enter noture af injury in Part | ar Port Il af item 16.) 
sggee & | OR CONTRIBUTING C1 CAUSE OF DEATH 
ages & | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
: i } Sa ~ 
3 otés & [20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED  |20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) (Stote) 
E52 gs ra Haur a. f. Whil Not while factary, street, affice bidg., we) 
Rees = pom. 19 lot work [] of work] 
Osses Z F a> 
28350 21. I certify that | attended the deceased from_____..---______, WZ, to Baer. 22, 19.502, thot | lost saw the deceased 
a eo , = a 
par S $s alive onan. ZS, eee and that death occurred at_2.__4._M, fram the causes and an the date stated abave. 
E=oOs5 ADDRESS (Sireet, city ar town, state) DATE SIGNED. 
Eapee awa SCL ant O, af i 
ages signature Co anh 1 — MABAA 0. 42 Five. ta SI Ta Raney (ous Dad 
faze 
= 3 : 
< tae NAM tye E+ Ambler Thom son a TS 
5 = Se ee ee ee 
aS hy ‘22a. BURIAL CREMATION, | 22h. DATE THEREOF Wc, NAME OF CEMETERY OR CREMATORY ity, town, or count [Stat 
25.55 REMOVAL (Specify) om (State) 
ofo ke B 9 Rural Taneytown, Maryland 
(An 23. FUNERAUDIBECTOR'S SIGNATURE / ADORESS a. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 

eal OV2757 (L,-/ } 
Yas ss & Son ahevtown, Maryland oATE. © 


ivrIna 


Col 25 AOL 


arsed i: 


MARYLAND — DEPARTMENT OF HEALTH—BALTIMORE, 18 1 17 D é 
Item 4,Film @-222 11/7 /sGERTIFICATE OF DEATH akin on’ 


Te TERE er ent 2. ete Lig Ne (Where deceosed fived. If institution: Residence before odmissian) 
a 
Carroll MARYLAND “"Maryland RECOUNT. (Gite: 
b. CITY OR TOWN {If outside corporate limits, write cc. LENGTH OF STAY IN Ib c, CITY OR TOWN (if autside carporote limits, write RURAL and give nearest tawn) 


sykesvtite” y7m25ad Baltimore Vers 


d. Raneeorey HOSPITAL [IF not in hospitol, give street ies d. STREET ADORESS e See 
Springt {ela State Hospital 328 W. Lorraine Ave yes (] No 
— 
3. NAME OF fin Middie Lost 4. DATE Month Day Yeor 
DECEASED OF r 
{Type oF print) Willian Raymond Cross OeatH ll 2 95? 
5. SEX 6. COLOR OR mt MARRIED [-] NEVER MARRIED [J | 8. OATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR]IF UNDER 24 HRS. 


M W wicoweD #0] ovorceo F] 2a) =68 woe, paste Pars ae] i 


We. USUAL OCCUPATION (Give kind af work dane|10b. KINO OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State ar fareign cauntry) 12, CITIZEN OF WHAT COUNTRY? 
during most af warking life, even if retired) 
Maryland U.S.A. 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
unkn unkn 
1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT 


(Yat, 80 or unknown} {IF yes, give wor or dates of service] ary 5.5. Hospi. ‘tal Reaoeae 


18. CAUSE OF DEATH [Enter anly ane cause per fine far (a), {b), and (oJ INTERVAL BETWEEN 


PART f. DEATH WAS CAUSED BY: B ONSET ANO DEATH 
. immediate cause (o)_ Bilateral Brenchopneumonia 


- 2K 
Conditions, if any, which » Bagal cell carcinoma of face 


gove rise to immediote 
cause {a}, stoting the under. ( OVE TO 
lying couse lost. (c) 
Cc B P, I. OTHER ben with cire CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(a)/ 19. = are 
B.S. assoc cil. disturb, with cerebr.arteriosel.with psych, vest] not 


by the funerat 


se remove carbon papers. Pages \and 2 shauld be 


the registrar priar to burial, erematian, ar remaval, and in any event within 72 hours after death. 


S 


. Then 


Wo. ACCIOENT WAS UNDERTTTNIG FE} F106, DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part Vor Part Ir af Tem 18) 
‘OR CONTRIBUTING C] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Manth, Doy, Yeor |20d. INJURY OCCURRED —[20e. PLACE OF INJURY (Home, farm, T 20. {City oF town) (County) (Giote) 
Hours Nid ge Nant: factary, street, affice bldg, etc) 
p.m. 19 Jat wark [J ot work 


ar attending physician. 
jis certificate has been signed by the attending physician and completely fill 


MEDICAL CERTIFICATION 


ADDRESS (Street, city ar fawn, stote) DATE SIGNED 


Eavrte . Springfield State Hospit 57. 
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PHYSICIAN'S 
NAME (Type), dmind bus 


D eS) 
‘22a. BURIAL, CREMATION, | 22b. DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY Ws. Baey and lawn, or county} {State} 
ae j-G-57 ST, MARYS BALTIMORE, MID 
INERAL DIRECTO: NATURE ADORESS: 2da. REC'O BY REGISTRAR | 24b. REGISTRAR’S SIGNATURE 
Lo haven ete 5 tee! 7 ee, 
Cul. 3 29 vate /// 678 g peer 


Ya dt OAS 


poge 


3A Avwana 


~*256T 2 KON 


Darsasy 


-A 
iled with 


by the funeral direclor, 


ar ottending physician. 
Then please remove carbon papers. Pages 1 ond 2 shoul: 


IRECTOR: After this certificote has been signed by the attending physician and completely fil 


auld be detached far use as the burial-tronsit permit. 


poge 


MARYLAND STATE DEPARTMENT OF HEALTH~BALTIMORE, 18 i 1 "9 
11736 — ceRTIFICATE OF DEATH wey 


2 odes RESIDENCE (Where deceased lived. If institution: Residence befare odmission) 


1, PLACE OF DEATH 


0. COUNTY ©. STATE b. COUNTY 
Carroll biol anew’ Vary land F i 

b. CITY OR TOWN (If autside corporote limits, write | ¢, LENGTH OF STAY IN Ib. c. CITY OR TOWN (If outside corporote limits, write RURAL and give nearest town) 

pyfUad ond “son re omy ; : 
y yikes ville ince 7-2)-56 Frederick 

d Re Sera front (If nat in haspitol, give street oddress) d. STREET ADDRESS e Banas 

pringfield State Hospital unknown yes (J No {J 
3. NAME OF First _ Lost 4. DATE Month Day Yeor 
DECEASED: * OF 
(Typeer paint) _ Charles DEMORY vetam November 11 1957 


S. SEX 6 TOLOR OR RACE | 7. MARRIED Ta MARRIED. oa 8B. DATE OF BIRTH pate ines NF UNDER } YEAR] IF UNDER 24 HRS. 
ros! bir! Y) Manth: 
male white wipoweo ONGkeo | unknown Pi, Mvp |B | eee |e ees 
100. USUAL OCCUPATION (Give kind of work done} 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign cauntry) 12, CINZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 
unknown = unknov ' 


13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


x, 


} 


er death. 


|. cremation, or remaval, and in ony event within 72 2 


unknown unknown 
18. WAS DECEASED EVER IN U. S. ARMED JORees? 16. SOCIAL SECURITY NO. |17. INFORMANT 


(Yer, no. or untnewn) {IF yes, give wor or dates of vervicel 
unknown __ Reco Spri Ss 


Aavevkesville, Md. 
unknown --- H { 


1B. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (<).] INTERVAL BETWEEN 
PART {. DEATH WAS CAUSED BY: A . : ONSET AND DEATH 
IMMEDIATE CAUSE (0] c Ss 


W) : 
“¥ DUE TO 


Conditions, if ony, which rf 
gove rise to immediote 
couse (a). stoting the under: ( OVE TO 
lying cause lost. ie ae 

Patt fl. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o)|19. WAS AUTOPSY 


7 PERFORMED? 
page ic , bra an sy pene. sseciat ed .W ith dist apbance, © metabo ism, growth vesE] NOE 
200. rae WAS meane a ane oe HOW My OCCURRED. (Enter noture of injury in Port | or Port Il of item 8 


OR CONTRIBUTING () CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) —— 


20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED 206. PLACE OF INJURY (Home, form, T 208. (City of town) (County) (Stote) 
Hour 0. m. ee While Nat viiie= foctory, gtrest, office bldg., cnt an 
p.m. 19 lot work [[] ot work (J 


21. 1 certify that | attended the deceonad fram_October 29, 6, to.Nove JI... . 19.57. that | last saw the deceased 


MEDICAL CERTIFICATION, 


3 
Ss alive on__November 1) ___, 12. Ro, and that death accurred at 23 >_Am, fram the causes and an the date stated abave. 
. p ee ADDRESS (Street, city or town, state) DATE SIGNED 
4 ACTUAL NVyrwe\r_. : A 
B | [Benton 2b mo. ..Springfield State Hospital... 11/13/57 
a 

PHYSICIAN'S 
# NAME (Type)_]ia.7°t aia er eed bees eg ee 
> ‘To.-BORIAL, CREMATION, | 2b. DATE THEREOF My NAME OF CEMETERY OR CR oh (OCATION (City, town, or county) (Stote) 
: cooked TENE — 4 ae 7 
£ /, ihe" AAA, 4 ty rae u 


‘ nah Lankht Newt 4A Se DATE cM 1_ lis, 


BA NVTNNE 


£S6T ¢ 


= 
Al | a 


q Sr ‘MARY; STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
11%) CERTIFICATE OF DEATH Reg. Dist. e 723 
1, PLACE OF DEATH 


2, USUAL RESIDENCE (W! lived. If institutign ce belore 2) 994 
9. COUNTY Carroll MARYLAND [8 Maryland &. COUNTY Batt ore 7 sll 


b. CITY OR TOWN jf outiide corporate limits, write [¢. LENGTH OF STAYIN Ib [| ¢. CITY OR TOWN (If ouiide cgrporote ier write RURAL ond give nearest town) - 
numa = Ei rest ny i 
vil 4 months 18 days 4 7 - ; 
. rk rea =, not in hospital, give street address} d, STREET ADDRESS on FRG 
ON A 

ing afield State Hospital Ph ves ae LY 
First Middle 4 DATE Month Yeor 
: DeCeAStD ‘ 
{Type or print) Mary Ann Rewgine, Stata 11 a5 9 elif 
NF Shemale 6. COLOR OR RACE | 7. MARRIED] NEVER MARRIED oie a OF BIRTH 9. AGE (In years Jif UNDER 1 YEAR| IF UNDER 24 HRS. 
White 


eee: ea 


che USUAL OCCUPATION (Give kind of work done! 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stole or foreign coynisf) 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 


by the funeral director, 


Pages ] ond 2 Bo with 


— 4 housewife Lisg1anre | -“t &. A 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
William Schwartz Maggie Admas 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? 


(Yes, no, or eS (ye, give eS + dotes of vervice| 


18. CAUSE OF DEATH ate ‘only one couse per line for (0), (b). ond (c}.] 


mun benidostivees 9 Enoephel omelacie of the internal 


O25 KX DUE TO 

Conditions, if ony, which w_Arteriosclerotic heart desease 
gave to immediate 

couse (o}, stoting the under: ( DUE TO 


lying couse lost, «;__General paresis 


16. SOCIAL SECURITY NO. }17. INFO! (NT 


Address 5 77 ae. 


INTERVAL BETWEI 


— 


a é Past Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)|19. WAS AUTOPSY 
z z 4th hotic reaction sie ee 
a 3 Chronic brain syndrom w: psyc ce rea ° ves] Nop 
2 = [200. ACCIDENT WAS UNDERLYING (2 | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port It of item 18.) 
S &¢ |OR CONTRIBUTING [) CAUSE OF DEATH 
(3 & [MIF EITHER, NOTIFY MEDICAL EXAMINER) 
3 & |20c. TIME OF INJURY Month, Doy, Year |20d. INJURY OCCURRED | 20s. PLACE OF INJURY (Home, form, | 20F. (Cily or town) (County) (Stete) 
8. 6 Hebe fe. m: While Not while foctory, street, office bldg., pe 
= p.m. 19 lot work [] ot work [J 
21. | certify that | attended the deceased from______2729 ees -- 0-50 Pid bre re . ee ithot | lost saw the deceosed 
olive on____11-16-57 — ol eee p+ and that ia her We 6 Pk, , trom the causes and on the dote stated above. 


) Truuhere (Street, city of town, state) DATE SIGNED 
LELAND syte sviile Md, 11-17-57 


ined by the hos, 


a 


Mis Dr. Julian, Radzykewyez 


town, of gounty) & 


< TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs after death: Poge 4 


ie ‘220. BURIAL, SPEER 2b. DATE THEREOF ‘Zc. NAME iF 
~S & . MOVAL (Specify) 
tok L5u240- NS] Balle, Jee Sed oOt, 
Ts 4 FE ) DIRE ei ‘ PORESS/ . ‘da. REC'D BY RE Tis TRAR'S SIGNATURE ? 
S AIS (4) 
15M 97! ‘) kg AD fF] 7 _| DATE N { } V 


$A Nvaind 


| ic6t 6T AOM 
Darcow ena e 


by the funeral directar, 
id 2 should be filed with 


Then please remove carbon papers. Poges } on: 


, and in any event within 72 hours ofter death. 


AL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after death: Page 4 
DIRECTOR: After this certificate has been signed by the attending physician ond completely fil 


jained by the hospital ar attending physician. 
auld be detached for use as the burial-transit permit. 


‘ 


the registror prior ta burial, cremotian, or remav. 


_ TO HosPIT 
page 


ry 
> 
a 
= 


as 
"7 
© 


\ 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 1 1 "9 
1°77 CERTIFICATE OF DEATH te By 


2, USUAL RESIDENCE (Where deceased lived. If institutian: Residence befare admission) 


or STATE yy aryland » COUNTY Balto.City 


AT wa Of DEATH 
ig Ca rroll MARYLAND, 


b. CITY OR TOWN {IF outside carporote limits, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (IF autside corporate limits, write RURAL ond give nearest town) L 
arts q ea ‘a ca tawn) 
yke yrs. limos »21day Baltimore - L 


Ze. AeMOvi i eee ‘Zc. NAME OF CEMETERY OR CREMATORY Wp LOCATION (City, town. 7, caunty) (Stote) 
Rix OODL~D Who stan v, Baz aD Dp» 


&. NAME mar {IF not in hospitol, give street address) cd. STREET ADDRESS vane 
pringfield State Hospital 3202 Guilford Ave, ves C] NODE 
3. NAME OF First Middle Lost 4. Date Month boy Ne ee 
{ivpetor prin) Susan Gertrude Marshall DOVE bears = November 3, 1957 


5. SEX 6. COLOR OR RACE |7. MARRIED [] NEVER MARRIED [} | 8. DATE OF BIRTH SHAGEN Ess IF UNDER 24 HRS. 
los! lay) | Manths| Di: rv Mii 
Female White wivowen &] —ovvorceo] | October 12, 1878 oe +] Boys | Hours] Min, 


10a. USUAL OCCUPATION (Give kind af work dane] 10b. KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE (State ar fareign cauntry) 12. CITIZEN OF WHAT COUNTRY? 
during mast af warking life. even if retired) 
Housewife - Maryland U.S.A 


13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
James Marshall Caroline Harris 


15, WAS DECEASED EVER IN U. S. ARMED FORCES? [16. SOCIAL SECURITY NO. [17. INFORMANT ‘Address 
fas. 0. oF unknewn) It yes, give wor or dates of service} 
No = - Springfield Hospital Records 
18. CAUSE OF DEATH [Enter only ane cause per line far (0), (b). and (ch-] INTERVAL BETWEEN 
PART I. DEATH WAS CAUSED BY: Heh shasta) 
IMMEDIATE CAUSE fo) Hemorrhage from right lenticulo-striate arte ours 
3O1X DUE TO 
Conditions, if any, which (by 
gave rise to immediate 
cause (a), stating the under- ( CUE TO 
lying car : c} 
a Pagy I. OTHER SIGNIFICANT CONQITIONS CONTRIBUTING TO DEATH QUT Ni (OTHE TERMINALDJSEASE CONDI, PART 1(0)|19. WAS AUTOPSY 
2} c.BeS.assocrated with disturbance of mobabod: oa eroit OW EH Or HUE E SEL OR AP |"? Eom 
5 rith 3 eb aise aS ho yes [(] No DE 
= [200. ACCIDENT WAS UNDERLYING C1] 200. DESCRIBE HOW INJURY OCCURRED” (Enter nature af i niu in Part 1 ar Part Ml of item 1B.) 
& | OR CONTRIBUTING C1 CAUSE OF DEATH 
© | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
§ |20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED |20e. PLACE OF INJURY (Home, form, 120%, (City or tawn) (County) (State) 
s Geri ae Meck, tier tale factary, street, affice bldg., etc.) | 
= 19 Jat wark [J] at work H 
21.1 city that | attended the deceased from June 12, ae 19 per, toNovember 3, 1924__that | last saw the deceased 
alive on__November_ 3s. Pe oe AD. wi... and thot death occurred ot _22230K, from the: couses ond on the dote stated above. 


DATE 2) 


PHYSICIAN'S =, 
NAME (Type) althe ile 


onnenfeldt, M.D, Sykesville, Maryland 


ret aie Ae SWE IP Ze 


‘§ A AVI na 


NERO : 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 1 1 
11719 CERTIFICATE OF DEATH 


‘ 5, 
Reg. Dist. No. 
2, USUAL RESIDENCE (Where deceased lived. If institution: Residence before odmissidn) 


= 
& 1, PLACE OF DEATH 
& 
° OUNTY a. STATE b. COUNTY 
: CARROLL MARYLAND MARYLAND 
€ = b. CITY OR TOWN (If autside corporote limits, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN [If outside corporote limits, wrile RURAL and give nearest lown) Vv 
g 5s RURAL ond give nearest town) y ae 
% $2 Ss Nok. EF DAYS BALTIMORE cITyY--3ll VO 
2 = i z da. SIaRUWOR IE {If not in hospitol, give street oddress) d. STREET ADDRESS: e IR aeeeae 
6s o=s 7 
ees a FLD STATE HOSA |G 6d Wi 53nd STREET Yes CJ NOY 
-e 8 3. NAME OF First Middle 4. DATE Month Doy Yeor 
J . d 
se Type or pin) = SE RT RUDE F. ws DEATH ae V, a 
=x (Type or pr 7, ’ 19 
= 53 5. SEX 6. COLOR OR RACE 7. MARRIED CJ NEVER MARRIED [] |@. DATE OF BIRTH AGE (In yeors R]IF_UNDER 24 HRS 
53 pre birthdoy) [Months] Do, Fre 
; am F WwW winoweo W) ——sivorcep (J 2 ~.2 G~ 77 EON: pee Pa Eg 
= € Be t 100. Bot ad eR QUON (6 fee kind F A etal 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or foreign counfry) V2. CITIZEN OF WHAT COUNTRY? 
g Ses luring most of working life, even if retir 
Baek |Hev Wl — Nore MARYAAND UBA. 
ny Bs 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
g tee | EMMETT  BARWSLEY FRANCES SALpWIV 
8 
= 3 é 3 3 WAS ge aa thal U.S. mayen eee 16. SOCIAL SECURITY NO. ]17. INFORMANT Address 
a | iXes, 90, oF unten) {it yon. give wor or doles of service 

B gtx 0 We mon | RECoROS AT  GPRIVEFIELD S, H, 
8 es = 18, CAUSE OF DEATH [Enter only one couse per line for (0). (b), ond (c)-] INTERVAL BETWEEN 
2 2a PART 1. DEATH WAS CAUSED BY: VE = eh Ey gy ee ee 
2 °%s- ~ IMMEDIATE CAUSE (0). t 
oe" s ao ey ARTERIOSCLER CSAS 
+ att citcren a) 
CSN TERS couse {o), stoting the under- { DUE TO 
eh § - ree lying couse lost. ©. 
Ch oe ped) MSI 
z 83 8 Pi eS e 8 g" in o Oy So ORDA CONTRIBUTING TO DEATH BUT NOT A aS 4 Be NAY Past CHO ARNG | Ww. ihe eee 
SRofo “1 [r= Var oF 

fuzz < 
vases S| RIT lod tLe BP ALA Digese a puvenorie a ale 
= = = 
vx oF 2 § = Alo, ACCIDENT Wat YNDELYING F720 ~ DESCRIGE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port I! of item 1B.) 

£2 = 
22 8 £5 & [(F EITHER, NOTIFY MEDICAL EXAMINER) 
2 cea 35 & [20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) {Stote) 
Peles 5 Neat ott Wabi Fs Mendis foctory, sree, office bl. tc) | 

wt 3 € lot work ‘ot work 
asetics = Pom. 

ayes 
2 a3 21.4 certify that | ye deceas from 1 ‘se WR! ca ey Ba | eae _ W9S)...that | last saw the deceased 
Ore toe oe Werden 
2 akg S ative on Uae, cee See , and that death occurred at _1___ $M, fram the causes and on the date stated abave. 
wom OD 
E036 , c shee (Street, city pe town, 31 DATE SIGNED 
<BGC= ACTUAL qa ll- \0- -§) 
eo ss SIGNATUR M.D LSE ere LI AS WA WAL WI 
Ofave 3 
2 aim, 35 / PHYSICIAN'S o 
= We: NAME (Type) Av Bhee! uke} RM AU 0 WY a) VE Ww & 
a ‘> 720. BURIAL, CREMATION, | 22b. DATE THEREOF Tc. NAME OF CEMETERY OR CREMATORY Zid. LOCATION (City, town, of county) (Slote) 
Ore ss REMOVAL (Specify) 
ototet 2 B Nov Q Loudon Park Cemete Baltimore Maryland 
ee 23. FUNERAL DIRECTOR'S SIGNATURE ‘ADDRESS do. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 

vais ( William Cook, Inc. 1217 St. Paul Street om//-A-S7 tty {ft cr 


% ae a 
4 


i sarcodll 


1 MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 117 
11720 MEDICAL EXAMINER’S CERTIFICATE OF DEATH eubeas 12h 


2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before odmiyion} 


FOR STATE 
HEALTH DEPT. 


}, PLACE OF DEATH 


© 1 | 9 COUNTY ©. STATE b. COUNTY 

£2. S Carroll MARYLAND Maryland — “is 
43 & uM b. Clty OR IOWN ee corporate Irmits, write RURAL cc. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL end give neorast town} 

is se 

oe Sykesville e 8a2-55 Baltimore City BV O/-¢ 

$s 3 a d, NAME OF HOSPITAL OR INSTITUTION (If not in hospitol, give street oddress} d. STREET ADDRESS I 5 ba 
e> ae y a iN tae 
ick: Springfield State Hospital 602 Cathedral Ste =e ves FE] NOS) 
E 3. NAME OF First Middle Lost + DATE Month Dey Yeor 

3 DECEASED 

® (ype er print) George Americus Finch DEATH OVe 28 957 ~ 
& 5. SEX 6. COLOR OR RACE {7- MARRIED. & NEVER MARRIED oO 6. DATE OF BIRTH 9. AGE tin years IF UNDER TYEAR IF UNDER 24 HRS. 
e ox ci ‘Months aa Hours | Min. 


male white wiboweo [-} pivorceo [) 12-27-81 


Wo, USUAL OCCUPATION {Give kind of work done] 10b. Y OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign Ls 
during most of working life, even if retired) 


V2. mes ‘OF WHAT COUNTRY? 


| a U.S.A. 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Roland W. Finch George Ella Rayme 
Hanes. Ks Sed he pattie Nope ia 16. SOCIAL SECURITY NO. | 17. INFORMANT Addren 
2) Zoek Records of Springfield State Hospital 


INTERVAL EUTWEEN 
PART t, DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (0) 


eee oiicond bs ONSET AND DEATH 
Wlers stertfide ©, y. A ebesize ey . 
DUE To 
10 immediote couse - 
{o), stoting the und DUE TO 
couse lost. + memes tax 


PART tl. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)|19. Pa AUTOPSY 
RFOR, 


, ond in any event within 72 hours ofter death. 


transi? permit. File pages 1 ond 2 with the State Boord of Heal: 


iat 


"s Office along with form PM3. Poge 5 may be re’ 


in pencil in tem, 18. Give Pages 1, 2, ond 3 to the 


MED? 
YES 8 NOvA 


‘200. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port t or Part Il of item t8.) 
PRIMARY C) of CONTRIBUTING 
CAUSE OF DEATH. 


20c. TIME OF INJURY Month, Doy, Yeor 
Hour 9. m. 
p.m. 9 


20d. INJURY OCCURRED [20e. PLACE OF INJURY (Home, form, 1204. (City or town) (County) (Store) 
While Not while ey: tags, wttee Sp. SEE 
ot work ‘of work 


MEDICAL CERTIFICATION: 


f ae ee Inquiry Af, and in my 
esulted from: Natural causes PQ}, Accident (J, Suicide [], Homicide []. Undetermined manner [] 


DATE SIGNED 
off as J, tap, CHIEF MEDICAL EXAMINER [J] 


EE : ASSISTANT MEDICAL EXAMINER [7] 


F:) ES DEPUTY MEDICAL EXAMINER ups) 


DIRECTOR: Poge 3 shoutd be used os a bur 
ignated agent, prior to burial, crematian, or 


le forwarded to the Chief Medical Exominer’ 


bat 


2 28. - BURIAN CREMATION, |22b DATE THEREOF Ne, ee OF Vary YOR 72d. a fun, er county) (ae) 
o« ° ‘ wae, BESCE— 7 
A 23. FUP any DIRECTOR'S SIGNATURE Eins =e REC'D BY Zilles Zab, REGISTRAR'S SIGNATURE 
VS. AISME c 
5M 2/57 NX DATE 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
11721 CERTIFICATE OF DEATH 


ms 


~ ce 
€. aes h 1, PLACE OF DEATH Pp 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before odmission) 
; Y ° b. e 
2 23. k Soot Cyarsurte MARYLAND Maryland conTiCarpoll, 
Bios ‘ BGiTy OR TOWN ( out corporate nis, write Te. LENGTH OF STAYIN TB |] ¢: CITY OR TOWN iif cunide corporete ini, write RURAL ond give neores! town} 
g sa URAL ond give nearest town) 5 - 
% $2 Manchester 2s yrs. X2 Rural-- Sykesville 
‘9 eg d. NAME OF HOSPITAL (If not in haspital, give street address) d. STREET ADDRESS e. 15 RESIDENCE 
Ss y | 4 ON A FARM? 
=a > OR INSTITUTI 
2 3S Lone View Nursing Home Liberty Road vest] Nom 
5 
‘} 5 i DATE y 
2 6 3. NAME OF First Middle Lost Manth Day cor 
ed OECEASED - | 4 er ee or ‘ 
. = (Type or print) Gs ui ArA B. Fo /e DEATH 11=<28= 19 
gy 3. SEX 6. COLOR OR RACE | 7. MARRIED [] NEVER MARRIED ATE OF BIRTH 9. AGE (In yeors [IF UNDER T YEARTIF UNDER 24 HAS, 
SS a last_ birthday) [Months Min. 
EEE female white |wioown fg  oworceo) | Gu] 4m] 881 me 
2 e a 4 Vo. USUAL “OCCUPATION (Give ‘ind of work done! 10b. KIND OF BUSINESS OR INDUSTRY} 11. BIRTHPLACE (State ar foreign country) 12. CITIZEN OF WHAT COUNTRY? 
3 see / during most of workin Me, ‘even if retired) U 
at a ousewife own home Maryland 2S. 
g 585 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
£5 = 
e 88% Hl: Wesley F. Barnes Columbia E. Streaker 
3 er 
=: 83 15, WAS DECEASEDEVER IN U. S. ARMED FORCES? /I6. SOCIAL SECURITY NO. |17, INFORMANT ‘Address 
= £22 (en np guuntoown) 1 (i yor, ge wor or dates ef service) | 
8 otk nO Mrs, Paul Therit, Manchester,Md, 
& UBs 18. CAUSE OF DEATH [Enter only ane covse per line for (0). (b). a4 ©] we INTERVAL BETWEEN 
3 fay PART |. DEATH WAS. CAUSED BY: t dc f t fd ONE IDED 
sc tppraaetr~ wer | pt eer [ Jt -t2-¢. eee 
i) AD £7) > 
Sage DE 0% MEDIATE CAUSE fo (42 ) 
= fF ° DUE TO <i — 
o 6 ) . es) Ce 
= Bs» Renn teeny ania ae A hetls Pine 
$s ges gove rite ta immediote 
= sss couse (a), stoling the under- ( DUE TO 
seF=yV lying couse lost. (e) 
mse sree cous Tent 
3 3 $ 5 ‘4 a Paat Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Io) | 19. Pea yeutoesy, 
SR0F9 i 
Ens yess) no) 
eases 3 
Fors s = 1200. ACCIDENT WAS_UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part | or Port Il of item 1B.) 
Pty fee = | On ConteRurinG L CAUSE OF DEATH 
Zeges iS | (OF EITHER, NOTIFY MEDICAL EXAMINER) 
2sse 6 & |e. Time OF INJURY Month, Doy, Year ]20d, INJURY OCCURRED [20e. PLACE OF INJURY (Home, form, 1 20f. (Cily or town] (County) (State) 
5 32 3 Hour 0. m. While Not while fectary, street. office bldg., etc.) ! ' 
asilé z p.m. lot work [C] ot wark o 
Be58 - —— —- 
4 S50 a. 21. I certify thot | ottended the deceased from.‘ NDS, toe go eA. , 19:2 /.,thot | last saw the deceased 
Zeus 
$s fe > 4 = olive on_____. C cap tty Le aa id that deoth occurred eeu (2M, from the causes ond on the dote stoted above. 
Eos 3 Vay ADDRESS (Street, city or town, sete} _ DATE SIGNED 
; 
2053 Seu Hh am Cle, Ud 
“Oo De 2 —— — moet Lo steee ee ae 
ORD a / | if fF as f 
ZS es PHYSICIAN'S 4 4 > 
ee man wy Wi Foard 2 CAEL AD oe , 
Py ” ? Zo. BURIAL, gee ‘Wb, DATE THEREOF 7c. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City, town, or county) {Stote) 
5.85 WAL_(Specity) 
ofoke BURIAL” |12-2-19 Messiah Lutheran Carro Co Mary and 
ead 23. FUNERAL DIRECTOR'S SIGNATURE 3 ia Dho, REC'D BY REGISTRAR | 245-94 3 aye 
¥s ANS (4) Gy Me Waltz ? Winfiel , Maryl and 


5M 9/55. N rn 9 3 A LO 4 


® 
A 
| nr 
}? 


cal 


11722 CERTIFICATE OF DEATH 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


1 


Reg. Dist. No. 


1, PLACE OF DEATH A 
n ( ie MARYLAND 


¢. LENGTH OF oh IN Ib 


d. NAME OF HOSPITAL (if not in hospital, give street oddress) 
OR INSTITUTION 


©. STATE 
LLL 
Chypal— TOWN AIF outs) 


d. ies = 


Ri PIE, 


CITY OR TOWN (If outside corporate limits, write 


RURAL and 


2. USUAL RESIDENCE (Wherg 


deceased 


Lill 


lived. If institutiop sR 
b. COUNT: 4 
ZZ 


idence before admission) 


0) 


corporate'limits, write RURAL ond give neorest town) 


eS 


neler 


/ 


e. IS RESIDENCE 
ON, A FARM? 


78 


by the funeral director, 


Then please remave carbon papers. Pages 1 and 2 shauld be filed with 


DIRECTOR: After this certificate has been signed by the attending physician and completely 


on 


the registrar prior to burial, 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires thot the death certificate be executed within 24 hours ofter death. Page 4 
page 3's7au 


g 10b. KIND/OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign codntry 2. CITIZEN OF WHAT COUNTRY? 
4 during mst of working lite, even if retired) f j eo 
g ewe Viaey lewd L$ 
3s 13. FAFHER'S NAME wa Wy i 14, MOTHER'S MAIDEM NAME 
4 2 wien bce : 
2 llr MYA Ss Dylecpannw Wyre / 
3 18, WAS DECEASEDEVER IN U: S. ARMED FORCES? [16. SOCIAL SECURITY NO. [177 TNFOR Pe / ‘Address 
00. oF enknown eee 
s ra) Vas ee Wine. VG® ; € BeoXheps. Sy STII 
= 1B. CAUSE OF DEATH [Enter only one couse pen li 


ES en DUE TO 
le Conditions, if any, which w 
5 Gove rite ta immediate l oe 15 
Ha cause (a), stoting the under- 

§ = 2 lying couse lost. () 
= o 
es i Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)]19. WAS AUTOPSY 
Oa le Ml 
He 2 8 re] yes] NO[] 
Poe & | 200. ACCIDENT WAS _UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Ent f #1 Lar Part I of item I 
Sone & | OR CONTRIBUTING [J CAUSE OF OFA rae eg ead 
e225 & | (UF EITHER, NOTIFY MEDICAL EXAMINER) 
2 : 2 
S585 S ]20c. TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, 1 20f. (City or town) (County) {Stote) 
6.235 8 Hour a. f. White Not wa factory, street, affice bidg., oo 

ay = p.m. jot work [] of work 
eee (Oh = 
= 3 = 21. t certify that |Aattended the ee d fram, 7a) MES te TED a 2 19 2-4 yhat | last saw the deceased 
£ ‘ cP 
2 3 4 We - -;-. and that death accurred/a LLYEM, from the causes dnd an the date stated above. 
£63 DATEAIGNED 
ao WG iG 
a 
Bes “UI YM Li? MO, naps 


2 us ‘Wb. DATE THEREOF E OF ke ey a if LOCATION towg, ar county) tote) 
= ia 35O-/. Lt, cere FPR VSapne// Cos: i, 
- 23. FUNERAL DIRECTO! ADDRESS ‘2do. REC'D BY REGISTRAR 
wie LCA Laer Lame, fr _\mer'd okie, at gth,, Za, 
meta ny 


ves [SF No (] 


> DECEASED oy "a p ie 
(Type or print) A WW Ai] _ Toe C1. 


5. SEX 6. HE. 7. marwleo C] ‘MARRIED [] | 8: DATE O”/BIRTH 
WIDOWED 


pivorceo [] 
Oo. USUAL OFCUPATION aa kind-af work done] 


INTERVAL BERWEEN 
‘ONS! DEATH 


PART 1, DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (0) 


uy ALLEN MOULTON, M; 
WESTMINSTER, MD, 


5A Vaung 


Da wosy 


T 


FOR STATE 
HEALTH DEPT. 


Page 


ld far yaur files. 
(3) 


al directar. 


"s Office along with form PM3. Page 5 may be rel 


tf any delay is necessory. please 
DIRECTOR: Poge 3 should be wsed os @ buricl-transit permit. File pages 1 and 2 with the Siave Boor 


nt within 72 haurs ofter deoth 


in ony ever 


Item 18. Give Poges 1, 2. and 3 ta the 


jiner 


te, writing the ward “pending” in pencil i 


je forwarded ta the Chief Medicol Exami 


@ 


TO FUN 


te the certifico! 
or its designated agent, priar to burial, cremotian, of removal, and 


execu! 
4 sho: 


€ 
8 
7; 
3 
x] 
: 
a 
= 
ES 
3 
3 
g 
x 
6 
8 
2 
> 
£ 
pe 
g 
os 
8 
z 
« 
a 
2 
= 
< 
bad 
a 
- 
< 
8 
& 
= 
> 
i 
> 
& 
a 
° 
- 


YS. AISME 
$M 2/57 


3 


} 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 = 4 472.9 
41723 MEDICAL EXAMINER'S CERTIFICATE OF DEATH Ses beefed dike 


|, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before odmission) 


. COUNTY 
‘ Carroll mamano |} °S*F Maryland > UN"CarrollL 


b. clay OR TOWN ore, corporate limits, write RURAL ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporole limils, wrile RURAL and give neores! town) 
‘ond give nearest town! 


Woodbine Life &) Woodbine 


d, NAME OF HOSPITAL OR INSTITUTION (If not in hospital, give streel oddress) d. STREET ADDRESS e. 1S RESIDENCE 
/ ON A FARM? 


3. NAME OF Fist Middle Lost 4. DATE “Month 


; Day 
teen ein) — WILLIAM EMORY _ FRANKLIN fe TS" pk-- wer 


6. COLOR OR RACE |7- MARRIED $e] NEVER MARRIED [J] B. DATE OF BIRTH 9. AGE ral IF UNDER IYEAR] (F UNDER 24 HRS. 
‘ Hee Month Bi in. 
wibowep [} pivorceo [J 6=8=18 9 2 6 5 th inths | Days jours | Min. 


Wa. USUAL OCCUPATION (Gi ind of wark done} 10b, KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) CITIZEN OF WHAT COUNTRY? 


during most of working life, even if retired) 
Miller (retired Feed mill Maryland UeSe 
13, FATHER’S NAME 14. MOTHER'S MAIDEN NAME 


Nathan Franklin Olevia Barnes 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16, SOCIAL SECURITY NO. |17, INFORMANT Address 


(Ye. re, er unknowa} 


“yes | Wei "T""""215+07-8894| Mrs. Annie Irene FRanklin, same _ 


hens aie 
u Xx DUE TO 
Conditions, if ony, which be) 
gove rite to immediote cove é 
{0}, stating the undertying( PUE TO 
couse lost, (e. 


18. CAUSE OF DEATH [Enter only one coure per ling for (a), (b). ond (c). } INTERVAL BeTWEETL 
PART |. DEATH WAS CAUSED BY: a ee - pais 
IMMEDIATE CAUSE (o} Qumshet Arpad +H aaa hen 


PART I, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{0)}19. WAS AUTOPSY 
- PERFOR: 


MEO? 
yes] NO 


. EXTERNAL CAUSE WAS 206. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port I or Port Mt of item 18) 
200, EXTERHAL CAUSE WAS {Enter noture of injury in Part I or Par rer 18.) 
CAUSE OF DEATH. 


0c. TIME OF INJURY Month, Doy. Yeor _[20d. INJURY OCCURRED [20e. PLACE OF INJURY (Home, form, 1 20f. (City or town) (County) (Stole) 
Hour 9. m. i Hear foctory. street. office bidg.. etc.) | 
p.m. k [] ot work 


MEDICAL CERTIFICATION 


|, ond in my 
opinion death resulted from: Naturol causes [], Accident (J, Suicide PX, Hamicide [J]. Urfdetermined monner (] 


ACTUAL to) TA ek h ) DATE SIGNED 
SIGNATURE z.! 2 IVP AA mn, CHIEF MEDICAL EXAMINER Oo 


ASSISTANT MEDICAL EXAMINER [_] 


Nametkee’ JAMES _T. MARSH J DEPUTY MEDICAL EXAMINER [] 


Fo. BURIAL CREMATI |22b. DATE THEREOF Zac. NAME OF CEMETERY GRSORERATORT 


"BURIAL | 11-26-1957 | Morgan Chapel 


23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 


C. M. Waltz, Winfield, Maryland 


) 


yt MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 11 73) 


aaa 4 CERTIFICATE OF DEATH ej Jue, alle 
4. 2 1, PLACE OF DEATH 2. USUAL RESIDENCE {Where deceosed lived 1 before admission) f 
e 2 ©. COUNTY ©. STATE v 
an. ¥ Maryland 
= Ss b. CITY OR TOWN (If ouhide corporate limits, write |. LENGTH OF STAY IN Ib ©. CITY OR TOWN (If outside corporote limits, write RURAL and give nearest town} 
My s RURAL and give nearest tawn) = y ; 
2 3F He on 1,276 da Baltimore Vo/- ¢ 
= 93 d. NAME OF HOSPITAL (If not in hospital, give stree? address) d. STREET ADDRESS, «@. 1S RESIDENCE 
3 2% 2 OR INSTITUTION ON A FARM? 
£35 Henryton State Hospital L710 Ne Monroe Street eS CIN ss 
2 & 5 3. NAME OF Fint Middle Lost 4. DATE Month Day Year 
~ : : 
ies vesiergea) Thelma Green DtatH November 1 57 
zat 5. SEX 6 COLOR OR RACE [7. MARRIED PS] NEVER MARRIED [] | & DATE OF BIRTH 9. AGE (ln yeor [IE UNDER a TF UNDER 24 HRS, 
Lie lonths ys | Hor Mi 
E a5 Female Negro _|wwowp() _oworceoQ | July 2h, 1933 2h yn. , 
= £8: ___ |100. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
5 é7- 
3 See / J] during most of working life, even if retired) 
ee: ge I I None Walterboro, S. C. USA 
g §85\ 13. ATHER'S NAME 14. MOTHER'S MAIDEN NAME 
e-) cee 
§S% , ‘ - 
Bu Stee ee Henry Washington Elma Simmons 
= B93 13, WAS DECEASEDEVER TN U. &. ARMED FORCES? 116. SOCIAL SECURITY NO. 17. INFORMANT ‘Address 
= aé& 0 | Bre ro 2 entoowny (il yas, give wor oF dates of service) ' 
= Sen No Thelma Green 1710 N. Monroe Street 
Be B 18. CAUSE OF DEATH [Enter only one coure per line for (a}. (b). and {ch.] INTERVAL BETWEEN! 
s 2 as 
283 PART |. DEATH WAS CAUSED BY: 
4 sees. IMMEDIATE CAUSE (o)_ Hemorrhage 
3 =e: C x DUE TO 
£ 23 > 1, if ony, which w_tar_ adv. bilat. cavitary pulmonary tuberculosis 
3 Eo to immediote 
= Sse joting the under. ( DUETO 
£ gms 2 lying couse lost. (¢} 
3g $ 5 es Zz Past it. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)/19. WAS AUTOPSY 
egnrg Q 6 ie ae aa PERFORMED? 
2 : nit 
£n3 O |< ves no 
ga000 re) 
2 2 g 
Fetes © ['200, ACCIDENT WAS UNDERLYING []__] 206. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Port | or Port Il of item 16.) 
oe te E |r CONTRIBUTING CI CAUSE OF DEATH 
Ze8e25 |r EITHER, NOTIFY MEDICAL EXAMINER) 
a 8§& 3 20c. TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form. | 20f. (City or tawn) (County) {Stote) 
= 23 6 Hour 0. m. Witlind fa Riedel: foctory, street, office bldg., et "! 
z 3 g 19 fot work [J ot work 1] 
a 5 = p.m. 
4 $5 
2 =e 21. | certify that | attended the deceased from,__May_5,. aoe 5h, to. November _1., 19.57. that | last saw the deceased 
2.2 . 
cae ative on. November 1, ____. , 19_.57.__, ond that death accurred at.52LOA M, fram the causes and on the date stated abave. 
Fo 83 ; ; 3 
ec Bo W/ ds, ~ ADDRESS (Street, city or town, stote) DATE SIGNED 
43607 ACTUAL . Sa 4 
gpese A es MO. nad Henryton, Maryland eles 
2 
Mi > 4 
< ig? > NiativesSdgars M. Maculans, M. D., Supt. Henryt E 
& ee: io. BURIAL, CREMATION. | 2b, DATE THEREOF % NAME OF CEMETERY OR CREMATORY Zid. LDCATION (City. town, or caunty) {Stote) 
58° TAL (Specify é 2 
be Ew AES eta tf CLE 20 CG wltn “7: 
- 


2 FUNERAL DIRECTOR'S SIGNATU: ADDRESS: 2do. REC'D BY REGISTRAR ‘2b. REGISTRAR'S SIGNATURE 
4 f . 
Ware LA £02 Mpton Qk) lion V-1-51 | AHA Chowne hhh 


3 “A nvauna 


AON 


e = wf 
Dass 


-MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


41725 MEDICAL EXAMINER’S CERTIFICATE OF DEATH 117 


FOR STATE gay Reg. Dist. No. -* 
HEALTH DEPT. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. 1f institution: Residence before odmistion) 
» g-COUNTY 
2. 2 ¥ Carroll Marytann || STATE Marylend ag Ps Balto.City  __ 
“ = z b. Fb OR own Pies cae Wemits, write RURAL ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN {If outside corporate limits, write RURAL ond give neares! town) v 
88% kesville mos, 1ldays Baltimore 3BVol-¢ Ede 
Hee d. NAME OF HOSPITAL OR INSTITUTION (If not in hospite!, give street oddress) d. STREET ADDRESS e. 1S RESIDENCE 
£ ‘ee ON A FARM? 
Bee Springfield State Hospital 109 N. Bradford St. ___|vts No E& 
8: 3 73. NAME OF Fiat 7 Middle let 4. DATE Month “Taye aaa ae 
= DECEASED oF 
wee (ype peat) Susan Catherine HARE orem November 2, 1957 
of 2s 5. SEX 6. COLOR OR RACE |7- MARRIED [] NEVER MARRIED (-]| 6. DATE OF BIRTH PTRGE Imes 
% BF § Female White wioowen%] —owvorceo] | Mareh 2h, 1894, 5) MA 
52. = 100. USUAL OCCUPATION (Give kind of wark done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stofe or foreign country) 
ags “ | during mast of working life, even if refired) ‘land 
4 = Mary ae m2 = 
33 ay 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
a 
ee ke John Henry Hare Harriet Rebecca Hare 
Eos 15. WAS DECEASED EVER INU. S. ARMED FORCES? 116. SOCIAL SECURITY NO. |17. INFORMANT Min mo. ~~ 
ere Ion #0. or ae (it yes, give wor or dotes of service) x 
4.8 0 | = __- __| Springfield Hospitel Records 

2 G & 18. CAUSE OF DEATH [Enter only one couse per line far (0), (b), ond (c).] Ss es. rie Ears 

55 PART I, DEATH WAS CAUSED BY: Arteriosclerotic cardiovascular disease ears 

£2 |... UMMEDIATE CAUSE (0) nih aided ee : a 
£9 & 902.7 UE TO 
ER 7/1) I conditions, if ony. which Diabetes Mellitus Years: 

ao Gove rise to immediate couse ao eo ee ee = 
e fe), stoting the underlying( PVE TO 
Hs courelost. 7 @. =s s — 


PART li, OTHER SIGNIFICANT CONDITIONS G NTRIBUTING > TO DEATH BUT NOT RELATED TQ THE TERMINAL DISEASE CONDITION GIVEN IN PART I(a)[19. WAS AUTOPSY _ 

C.BYSassoc.with cerebral arteriosclerosis and diabetes with psychotic FES ORMENY 

rea on a of skull, _ ves J Not} 

Ba, EXTEENAL CAUSE WAS og (205, DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Post Io Part Il of item 18.) 

PRR eas CORSTRROTING Patient fell out of bed sustaining fracture of skull. 

0c, TIME OF INJURY Month, Doy, Yeor 
Hour 9m. 


Sy 


20d. INJURY ‘OCCURRED, 20e. PLACE OF INJURY (Home, foam, 120. (City or town) {County} (State) 


faclory, street, office bidg., etc.) [ 

Hospital Sykesville Carroll Md. 
an Autopsy [X% tnspection [J], Inquiry [and in my 

Accident [_]. 


Suicide im Hamicide D. Undetermined manner [] 


i 


ttificate. writing the ward “pending 


CHIEF MEDICAL EXAMINER oOo pin uschlass 


ASSISTANT MEDICAL EXAMINER [7] 11/3/ 57 


James T, Marsh, M.D. DEPUTY MEDICAL EXAMINER ET 


M.D. 


L DIRECTOR: Page 3 shauld be used as a burial-transit-permit. 


je farwarded ta the Chief Medical Examiner’ 
ar its designated agent, prior ta berial, erematian, ar re 


er ¢ 


TO DEPUTY MEDICAL EXAMINER: This certificate shou'd be executed within 24 hours after death. !f any delay is necessary. please 


zs Te. BURIAL. CREMATION, [27b, DATE THEREOF | Zc. NAME OF CRMETERY, OR-CREMATORY- 2d, LOCATION (City, t ounty) (Stote) 
er BEMOVAL (gpegily) ’ ss 
*o Uife igh 2 fe 7 CUE A 
e *) . FUNERAL DIRECTOR'S SIGNATURE RES: Uf eel Tho. REC'D BY REGISTR ‘2a. REGISTRAR'S SIGNATURE 
VS. AISME WA Yt 4 Kz. j . a 
5M 2/57 x Zn Cacllh Cina 4 VE, i ‘ oat /f F5/ Mere pees Z te 2a == 


$A NVTWN 


AO 


Dac! 


The law requires that the death certificate be executed within 24 hours after death. Page 4 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 11732 
1 CERTIFICATE OF DEATH 


con 


" Reg. Dist. No. 
3 5} 1, PLACE etal 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before odmission) 
fs 3 } a. COUN : MARYLAND ©. STATE x ‘ b. COUNTY 7} 
= 2 Q wie BnC S @] 
r] g b. CITY OR TOWN (If outside corporate limits, write | ¢. LENGTH OF STAY IN Ib . CITY OR TOWN (If autside carporate limits, write RURAL and give nearest town) 
s RURAL and give nearest town) . 
a 2 rad aneyLvomn 
= a d. NAME OF HOSPITAL (If nat in haspital, give street address) |. STREET ADDRESS e. 1S RESIDENCE 
=e OR INSTITUTION / at ON A FARM? 
S ; ves (J No 
io 3. NAME OF First Middl ft 4. DATE y 
& DECEASED , ig oa oF = Sad te 
3 (iyegisr pre!) Clarence rbert. Hawk DEATH November 2 19 
& $. SEX 6. COLOR OR RACE |7. saRRicD C] NEVER MARRIED [J | 8. DATE OF BIRTH 9. AGE (In yoors [IF UNDER 1 YEARIF UNDER 24 HES. 
last birthday) Min. 
é Male hite winowed Ge bivorceo [J] Ogtober 188. ys. Resta : 
Be 10a. USUAL OCCUPATION (Give kind af work dane! 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE {State ar foreign country) 12. CITIZEN OF WHAT COUNTRY? 
r- = 
83 during mast of working life, even if retired) F 
53 ! armer Own farm Maryland U.S.A. 
2 & ‘13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME . 
3s 
© BS Nelson Hawk Mary Harner 


1S. WAS DECEASEDEVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT : ‘Addrers 
o a er] Clas, 29, or unknown) [It yes, give wor or dotes of service) 4 i; 9 
5 ; Q 215-138-178 Ir. Kennéth Hawk aneytown, Marylan 
8: 18, CAUSE OF DEATH [Enter only one couse per line far (a), {b). and (c). ‘ 7 INTERVAL BETWEEN 
a PART |, DEATH WAS CAUSED BY: : f u a r ent ki 
5 IMMEDIATE CAUSE (0 2 l, Be lade, / 
£ 
= 


DUE TO. 


Conditions, if ony, which W 
Gove rise to immediate 
cause (a), stating the under: 
lying cavte last, « 

Past Il OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a}[19. weasth AUTOPSY 


RMED? 
yes] NOC] 
200, ACCIDENT WAS UNDERLYING (]___ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part | ar Part Il af item 1B.) 
OR CONTRIBUTING C1 CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Day, Year [20d, INJURY OCCURRED — [20e. PLACE OF INJURY (Home, farm, | 20F, (City or fawn) (County) (Stote) 
Hour 0. f1, While Nat while fectory, srechageres bidg..etei),§ 
p.m, 19 lot work [] at work [J] $ 


-transit permit. 


} 


rtificate has been signed by the attending physician and campletely fil 


fuld be detached far use as the burial: 
the registrar prior ta burial, crematian, or removal, and in any event within 72 fours 


MEDICAL CERTIFICATION 


jis cel 


z 
25 
v= 
ge 
= 5. 
aoe = A 
233 21. | certify that | attended the deceased elem _. WE, tow OE 19.2. that ' last saw the deceased 
3 ae alive on LILA ee ind that death accurred at_{ “OM, fro he causes and an the date stated abave. 
E = 2 Z ADDRESS (Street, city. , state) DATE SIGNED 
<5 ACTUAL Lhe 5 
aze y | [ener Mo, end hl A OO nb 
£o 
25 PHYSICIAN'S: y 
xf NAME (Type] W R SDA 2. 4 eee ay 
a35° io. BURIAL CREMATION, | 22, DATE THEREOF Zac. NAME OF CEMETERY OR CREMATORY %d. LOCATION (City, tawn, or county) (State) 
225.8 REMOVAL (Specify) - 
Sa R 2 6 eran Cam aneytovw Maryland 
> &- . , 249, BECP BY Roem ‘Ub. REGISTRAR'S, SIGNATURE 
ANS (4 ~ 6 Ss Pew. 
aos! Ah ATE wes A edt, 


4A fivaang 


SHE ks hy 


(3a 95 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires thot the death certificate be executed within 24 hours ofter death: Poge 4 


— 


= 


$s 
$ 
5 
3 
3 
g 
5 
é 
’ 
= 
2 
z 


ind 2 shauld be filed 


® 


Pag 


‘ate has been signed by the attending physician and completely 


DIRECTOR: After this certi 
wld be detached for use as the burial-transit permit: Then please remove corbon popers. 


oe. 


page 


may be retoined by the hospital ar attending physician. 


the registror prior ta burial, crematian, ar remaval, and in any event within 72 haurs“affex death. 


I Michael Marinoff 


{ 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 11733 
11727 CERTIFICATE OF DEATH nop. bi, ie, 


A. Se Or Peete 2. rag aac ea (Where deceased lived. If institution Residence before odmission) 
7 Carroll MARYLAND || °° Maryland b- COUNTY “Rel to, Gime: 
b. ay eal (if ues aes limits, write | ¢, LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limils, write RURAL ond give nearest town) S| 
ond giye,ngorest town! 
ykesvitie 3mos.27 days 1321 N, Calvert Street 2, 
5 a Or ingitutioe (If not in hospitol, give street oddress) d, STREET ADDRESS: ae pF erage 3 
19 Spring ield State Hospital Baltimore, Maryland yes (} No (2 
3. NAME OF First Middie tow 4. DATE Month Day Yeor 
DECE, fF : 
Arye pall Sonia Marinoff HEALD Beate November 19, 4957 
5, SEX 6. COLOR OR RACE |7. MARRIED [1] NEVER MARRIED [-] | 8. DATE OF BIRTH 9. AGE (In years IF UNDER 24 HRS. 
lost birthday) . 
Female White —|woowe@) —_ oworceot | May 20, 1890 SOrsiee br | 


Wa. USUAL OCCUPATION (Give kind of work dane|10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUN’ 
= durigg most of working life, even if retired) ; i : 
Js ninown - Russia Russia 


13. FATHER'S NAME V4. MOTHER'S MAIDEN NAME 


Sonia Marinoff 
17. INFORMANT Address 


Springfield Hospital Records 
neriese 0sp a 
18. CAUSE OF DEATH [Enter only one couse per ling for (a), (b}, and (c).} ee 2 4 INTERVAL BETWEEN 
6 o ONSET AND DEATH 
Crorvooussunen, Onley pelt c help Ar ttedl ZiT 


(Yes, ne, oF unknown) {It yer, give wor er datas of service) 


oO - 


15. WAS DECEASED EVER IN U. S. ARMED eel SOCIAL SECURITY NO. 


Eb . DUE To 
Conditions, if ony, which o 
gave rite to immediote 
couse (0), stoting the under- DUETS 
lying co i. (¢) 
z 
Garr Il QTHER SIGNIFICANT CONDITIONS CONTRIBUTING, TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN FART l(a) |19. WAS AUTOPSY 
» || Socfopathic personali Vy OL eturbarice.s rug Radi cet One PERFORMED? 
si yes] NO 
E [200. ACCIDENT WAS UNDERLYING []__]20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 1B.) 
& | OR CONTRIBUTING [] CAUSE OF DEATH 
© | (UE EITHER, NOTIFY MEDICAL EXAMINER) 
< 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, form,  20f. (City or town) (County) {State} 
ray Hour 0. m. While Nat while foctory, street, office bidg., ete.) | 
Fs p.m, 19 lot work [7] of work H 
21. | certify that I attended the deceased from_July 225... 19.97_, tollovember_19, 1957 .that | last sow the deceased 
olive on+ .. and that death occurred ot_12215R, fram the causes ond on the date stated above. 
ADDRESS (Street, city or town, stote) DATE SIGNED 
, | (te ‘uo. Springfield State Hospital 11/19/57. 


Namettyesy Walther H, Sonnenfeldt, M.D Sykesville, Maryland 


‘Zc. NAME OF CEMETERY OR CREMATORY 2d. LOCATION (City. town, or county} (State) 
REMQVAL (Speci 
ria. 11/23/57 athedral Cemetery Baltimore, Mary 
ape: es OY J PH NON REG Oey 1987 24b. REGISTRAR'S SIGNATURE 
is ATE WY a Marry PP 2x, 
ey 


1 


FOR STATE 


Page 


for your files. 


is necessary. please 
director. 


oe: 


e Board of Heol 


72 hours ofter death. 


thin 


it with 


/ 


cate shauld be executed within 24 hours after death. If ony del 


pending” in pencil in ttem 18. Give Pages 1, 2, and 3 to the f 


rfc 
se 
of 
gs 
Pato 
es 
we 
ev 
MH 
85 
— 
3 
pa 
we 
Ee 
Le 
ee 
x4 
os 
o 
ao 
Be 
oy 
gS 
Os 
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bo 
0 
[ee 
a 
ao 
52 
gs 
38 
=2 
38 
aa 
aod 
° 
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ca 
Da 
30 
6S 
ig 
25 


certificate, writing the word “ 
or its designated ogent. priar ta buriol, crematian, ar removal, and in ony even 


5M 2/57 


i 2 SMEDICAL EXAMINER’S CERTIFICATE OF DEATH 


Reg. Dist. No. 


ARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 yf 


}1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived. If imtitution: Residence before odmision) 


2 COUNT Qa rroll masyeano || °S'Maryland pecoenyy City — 


b. cry OR TOWN a corporate limits, wrile RURAL ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL ond give or town) 
on naps nectes! uP 


Sykesvi 1 __| 6 hours Baltimore Yor-¢ 


d. NAME OF HOSPITAL OR INSTITUTION (If not in hospitol, give street oddress) | <d, STREET ADDRESS ‘ e. IS RESIDENCE 


Springfield State Hospital 3308 Hudson Street SO NOL 


yes No 


Middle 
John Edgar 
6. COLOR OR RACE |7- MARRIED [_] NEVER MARRIED [8] 8. DATE OF BIRTH 9. AGE {in yoo TYEAR| IF UNDER 24 HRS. 


W wiooweo] —oworceof] | 12 » 8B & 10 rs Wor” ys vert | 3 as bie! =) 


100. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE (State or foreign country) 


pat of working life, even if retired) shipping dept. Maryland 


13. FATHER’S NAME nm MOTHER'S MAIDEN NAME 


Harry Hood Mamie Sschafer 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? bes, SECURITY NO. |17. INFORMANT 


Te, 90, 0 ae | (IF yes, give war or dates of service) 1Seloe 1,037 ‘8.8 Ho sp ital Records ; 


18. CAUSE OF DEATH [Enter only one couse per line For (0), {b), ond (c}.] INTERVAL aT Ny 


uF) x MORE Brochopneumonia or 7 days ? 


Conditions, if any, which w Starvation weeks ? 
gove rise {1 mediate couse = “aa i aa a a ae ; a 
{o), toting the underlying( PUE TO 

couse fost, (cp. 


P. Ge ace OWDITIOR'S CONTRIBUTING TO DFATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Vo)]19. WAS AUTOFSY 
SchiZdp cat. ay ape PER 


FORMED? 


Li” @ No phd 


PRIMARY [7 of CONTRIBUTING 2) 
CAUSE OF DEATH. 


20c. TIME OF INJURY Month. Doy, Year [20d. INJURY OCCURRED |20e. PLACE OF INJURY (Home, form, 1201. (City or town) “ (County) S:«*(Stote) 
Hour o,m. While Not while factory, sheet, office bldg., etc.) i 
id at work [] of work 


20a. EXTERNAL CAUSE WAS it DESCRIBE HOW INJURY OCCURRED. {Enter noture of injury in Port | or Part {I of item 16.) 


MEDICAL CERTIFICATION. 


hot I took charge of the remains described obove, held an AutopsyfX]. Inspection []. Inquiry (J, and in my 


h resulted from: Natupl couses KJ, Accident [], Suicide (0, Homicide [7], Undetermined monner [J 
Br Fe neat yap, CHIEF MEDICAL EXAMINER [1] DATE SIGNED 


ASSISTANT MEDICAL EXAMINER (C] 
ul James Tt, Marsh DEPUTY MEDICAL EXAMINE 


7c. NAME OF CEMETERY OR CREMATORY cer BAL (City. town or Wah ns 


EZ, oa ie 
neon. Bal gS Haasoy ST. ee SS y 


om | 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 11735 
11729 MEDICAL EXAMINER’S CERTIFICATE OF DEATH 


gS §/ Reg. Dist, No. 
> = 
fe & f 1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceated lived. If Institution: Residence before odmission) 
eS ae cm 4 QO ©. STATE b. COUNTY 
ay CARReLL MARYLAND Vike ARRO 
zs 3 b. CITY OR TOWN ff ovtide corporate timin, write RURAL 5 “2 OF STAY IN tb ¢. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest town) 
Se 5 cond give neores! town) 
8 Ps 2 fA (<4 DIWA 7s VAs A D 
& 5 5 d. NAME OF HOSPITAL OR INSTITUTION (If not in hospitol, give st B Yrs 3 oe ADDRESS ho gitch. oo i 
2k e OAL. S7-__|wo noe 
& 5 3. NAME OF 4 Da 
= DECEASED. Ficst Middle Lost z TE Month Doy Year “A 
a (ype or print) _ zal a Saat ErTtie REelriA fy DEATH - 9S 


If any del 


3. = ‘OLOR OR RACE |7- MARRIED [_] NEVER MARRIED [-]| 8. DATE OF BIRI 9. AGE (in yeor | IFUNDER TYBAR] IF UNDER 24 HN, 
| __ kel birthdoy) Min. 
wivoweo [Xf pivorceo [] COT. G E8S yn. 
109, sie OCCUPATION Pet See (OF BUSINESS OR INDUSTRY 11. BIRTHPLACE (Stole or Foreign country) 2, CITIZEN OF WHAT COUNTRY? 
during most of working lite, even if retired) - <S A 
Lo , f OU Lfoeme MMAR LV LA: (ZA ‘3 
18, FATHER'S NAM 14. MOTHER'S MAIDEN NAM 
RGAR S/ 
oNA tcl SARE aM, er. 
15, WAS DEFEASED EVER IN U. 5. ARVED man 16, SOCIAL SECURITY NO. [17. INFORMANT ‘Address 
pa. Shel yet give wor OF ist serves a 
At 18-09-2240 Luther Halter aveyleron <4. 


18. CAUSE OF DEATH [Enter only one cause per line for (0), (b), ond ©).J INTERVAL BETWEEN, 


_—_— ONSET AND DEATH 
dere - 


— 
= 


ge 5 may be retained for youl 


ile poges 1 ond 2 with the re; 


PART |. DEATH WAS CAUSED BY: 
3 IMMEDIATE CAUSE (0) 


LAT UE TO 


Conditions, if ony, which 
gove rise to immediote cove 


ws. t. 


“pending” in pencil in Item 18. Give Pages 1, 2, and 3 to the funer, 


iner's Office olang with farm PM3, Pa; 


£ 
& 
2 
2 
5 {0}, stoting the underlying( OVE 8 
os couse lost. ( 
= Souse Teele — 
3 Zz PART I1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)]19. WAS AUTOPSY 
5) 5 ves[] NO® 
= © [200 EXTERNAL CAUSE WAS 20. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Ii of item 1B.) 
T--) & | PRIMARY L) or CONTRIBUTING O] 
Sex 1 | CAUSE OF DEATH. 
5 
ee 
8 3 3 5 ‘20c, TIME OF INJURY Month, Day, Year 120d. INJURY OCCURRED |20e. PLACE OF INJURY (Home, form, $208. (City oF town) (County) {Stete) 
obo 8 Hour 0. m. While Not while foctory, ttreet, office bldg.. ete.) |} 
23% = pom. i ‘ot work [-] ot work [[] H 
S n é 
Pee 21. I certify thot | took chorge of the remains described obove, held on Autopsy Inspection XJ], Inquir , ond find that 
Lee a P quiry 
eee 
26 death r, ed fram: Natural couses [_], \Accident [[], Svicide [], Hamicide ak Undetermined couse [[]. 
s 
3 2 ae ail y/ DATE SIGNED 
ese oihes J : AA Mo, CHIEF MEDICAL EXAMINER [1] 
62 — ~ ASSISTANT MEDICAL EXAMINER 
1: : ; (Y) DEPUTY ME g 7 y, //v fs 
x 2 yea) 4 a4 ARSAF UTY MEDICAL EXAMINE! 
5 TN PE 
: Se [70. BUR apy ETN. ‘2b. DATE THEREOF, [22e. NAME OF CEMETERY OR CREMATORY ZdOCATION (Cit, town, oF county) (Stote) 
aS 0 speci " ; . ‘ 
° Au) 2 “4Li3fs JIh-Y BERRI "ne TeRK\ AvRAL Westy WVSTOR 7. 
123. FUNERAL DIRECTOR'S SIGNATURE ADDAESS 240, XEC'D BY REGISTRAR | 24b. <i S SIGNATURE 


& TO DEPUTY MEDICAL EXAMINER: This certificate should be executed within 24 haurs after death. 


ne ) Mtr Mfr Ld Z W/ 4 wie? (Qf 


Sa * 


"A avauns 


arses 


MARYLAND STATE DEPARTMENT OF rac Wy a ili 18 


11739 CERTIFICATE Gr DEATH * ves matt 786 | ” 


El 


5 "4 f ty enema a baba eae (Where deceased lived. If institution: Residence before admission) / 
3 4 : ¥ 
5% 3 MARYLAND * Maryland by COUNT aa! 
° ig 'b. CITY OR TOWN (If outside corporote limits, write ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL and give nearest town) 
$ e- RURAL and ‘sville nearest! fawn) > i 
$2 Sykesvi Baltimore 11,Md. 3Vol. 4 
z «3 :. d, NAME OF HOSPITAL (If nat in haspital, give street oddress) d. STREET ADDRESS: @, 1S RESIDENCE 
=4 / OR INSTITUTION ON A FARM? 
ae Springfield State Hospital 07 Weldon Place Yes eNom 
z 
s 3. NAME OF First Middle Lost 4. Date Month Doy Yeor 
(Type or print) Frederick Earl Johnson Enza il 


9. AGE {In yeors 
lost biethdoy) 


yes. 


$. SEX 6. COLOR OR RACE |7. MARRIED [1] NEVER MARRIED [7] | 8. DATE OF BIRTH 
~ f DIVORCED 
\ M WwW WIDOWED oO 15-93 


\ 100. USUAL OCCUPATION (Give kind of work done) 10b. KIND OF BUSINESS OR INDUSTRY ]11. BIRTHPLACE (Stote of foreign country) 


12. CITIZEN OF WHAT COUNTRY? 
ae of pe life, even if retired) 


leat 


se remove carbon papers. Poges 


4s olice Dept. Maryland UeSaAe 

g 13, FATHER’S NAME 14. MOTHER'S MAIDEN NAME 

i Andrew Johnson Carrie (Unknown) 

3 1S. WAS DECEASEDEVER IN U. S. ARMED FORCES? 116. SOCIAL SECURITY NO. |17. INFORMANT Address 

Reger oeecaeeene fal Vax: peatcereabine erect) 

8 unkn unkn Springf State HospitsRecords 

¢ 18, CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (c)-) slashed csi lakh 
§ Boy PEATIMIMEDIATE CAUSE io_Arteriosclerotic cardiovascular disease ears 
i mY ONG! DUE TO 

Conditions, if any, which (0 


to immediote 
ting the under ( OUETO | 


{o 


ate hos been signed by the attending physician and completely fill 


< 
ns) 
44 
ES 
3 
cy 
D 
U3 


€ 
é 
S ) Z Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)| 19. fimaee 
= 5 ebrain syndr.assoc.with cerebr.arterioscler.with psych.reaction ES 1) Noes 
3 = [200. ACCIDENT WAS UNDERLYING C]_ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 

& | OR CONTRIBUTING (7 CAUSE OF DEATH 
£ © [(IF EITHER, NOTIFY MEDICAL EXAMINER) 
6 < 0c. TIME OF INJURY Month, Ooy, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (Store) 
g ray Hour o, m, While Not while foctory, street, office bidg., etc.) | 
5 = p.m. 19 Jor work [J ot work C) H 
= 21, 4 certify that | attended the deceased from_____ LOV7____, 1957_, to _Le29=.___., 1957 that 1 last saw the deceased 
2 a 
% alive on__4 oaks and that death occurred ot iz 25_ Am, from the causes and an the date stated above. 
> Z a AODRESS (Street, city ar town, stote) DATE SIGNED 
= AAA 
35 ,| [Sita Conn Srna, sprineticld State Hospital 
so 
3 PHYSICIAN'S 


7b. DATE, THEREOF IBFERY OR CREMATORY ATION “yr ‘or county) AStote) 
12/8 JS, ete HN 


23. FUNERAL DIRECTOR'S SIGNATURES AODRESS y 24a. REC'D BY, oT 2b. om IGNATURE 7) 
SAIS 6) ON SE: 2 a Bc Cre sare EA, / 


Midas 


Na. BUR! eee nee 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 11 9 37 
(1731 CERTIFICATE OF DEATH pane oe 


od 


3 = a eet rete 2; mere RESIDENCE {Where deceased lived. If institution: Residence before admission) 

£3 con" Carroll mariand || ° *"*'flaryland B.COUNTY Garroll 

e re b. ay Pong nai i a erat limits, write | ¢. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporote e imi mt RURAL ond give nearest town) 

is Rural, “ir. Westminster LO Yrs. |x, Rural, Nr. Westminster 

2 2 d week aaa (If not in hospitol, give street oddress} 1 d. STREET ADORESS: e. ERR 

=< minster, Md. Re D. 1 Westminster, Md. R. De 1 ves (Hf No) 
s 3. ee ‘as First Middle lost 4. ag Month Doy Yeor 

(Type oF print Mary Elizabeth Jones State ~November 15 19 57 


5. SEX 6. COLOR OR RACE | 7. MARRIED a NEVER MARRIED Oo 8. DATE OF BIRTH 9 noe ro 
pa 
Female White winowen [1] Divorced C] | June 2, 1896 er 


100. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. ance {(Stote or foreign country) 
Hee most BRS life, even if retired) 


IF UNDER 1 YEAR] IF UNDER 24 HRS. 
Hours 


12. CITIZEN OF WHAT COUNTRY? 


AB lousework Om. home Frederick Coo, lds TeSoAe 
>. FATHER'S St 14. MOTHER'S MAIDEN NAME 
Le. 
| Marshall Grimes Rosa Pool 

15, WAS DECEASED EVER IN U. S. ARMED pONcEs? 16, SOCIAL SECURITY NO. [17. INFORMANT REAGAM, W) Poy ‘Address 
70, 6¢ unknown) {it ye, give wor oF dates of service 

fo None George D. Jones, R.D.1, Westminster, Ma. 
18. CAUSE OF DEATH [Enter only one couse per life be {0}, 7 ‘ond fe.) p) y INTERVAL BETWEEN 

PART 1. DEATH WAS CAUSED 8 e / SNGETATBICENTH 
IMMEDIATE CAUSE, (o} ra 


Then pleose remove corbon papers. Poges 1 "an 


WA : i 

260% DUE TO Aoddtr i (] 
Conditions, if any, which - Os > iV 
gove rise to immediote : 


cote (o}, soting the under ue to 
naa couse lost. : 


M. Med ER SIGNIFI " IT oni conteeur ING TO. ey aA ee TO THE TERMINAL DISEASE CONDITION GIVEN IN PAS Ni Ww, ha Pol seat! 
eh - Gal ves(] Noy 


20a. eg WA’ INDERLYING we) peraee ery INJURY fees {Enter noture of injury in Port for Port Il of item 18.) 
OR CONTRIBUTING [J CAUSE OF Dear 
(IF EITHER, NQUFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED —[20e. PLACE OF INJURY (Home, farm, 1 20F. (City or town) (County) (Store) 
Heat While Net wile foctoty, street, office bldg., etc.) + 
lot work [7] of work ' 
2 


«< TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires thot the deoth certificote be executed within 24 haurs after death: Page 4 


MEDICAL CERTIFICATION 


RECTOR: After this certificate has been signed by the attending physicion ond completely fille 


be detached for use as the burial-tronsit permit. 
the registror priar ta buriol, cremation, or removal, ond in ony event within 72 hours ofter death. 


° 

5. 

3 

3 that | aeewietiee the deceased fram.L.¢d< ZT. 9SZ_, ta LEO (So, 19:2-J.shat | fast saw the deceased 
¥ Sate an__ Lend 12° ,and thatMeath accurred: ot. 28 _M, fram the causes/and an the date stated abave. 
= A d DATE SIGNED 

A é “8 

3 / SONATUR “as a a MO. L2. lar Ce Wal a 
s PHYSICIAN'S Ye 
s Ie oe oe "yi ) Se I a eee ee ee 
3 

> 

io] 

€ 


Ne ee 
“heey "ick oe ws 
Ya Geet 
18 z ‘Rest Haven Cemete Hanover, York County, Penn 
Pe DIRECTOR’: y IGNATURI a ADDRESS ‘24a. REC'D BY REGISTRAR ‘2ab. REGISTRAR'S SIGNATURE 4 oD 
sais Littlest NFS 2| Mew Yrttl 
Verna bin A orm, Pa cate! /- 5 Cette AY 


z 
> 
= 
° 
e 


Ys BRR 


‘e-a nvaund 


Lc6l VO AON 


: 3 aro 
ry 


a a \ 
ak S\ Se Ww \ 
Woy 274 


firector, =i 
ee 


by the funeral di 


ind 2 should be aS 
es 
a 
~~ 
[s 


we 


Poges 


Amey 


Then please remove carbon popers. 


DIRECTOR: After this certificate has been signed by the attending physicion and completely fill 
-transit permit. 


uid be detached for use as the burial: 
the registror prior ta burial, cremation, ar removal. and in any event within 72 hours ofter deoth, 


be retained by the haspital ar attending physician. 


* 


page 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires thot the death certificate be executed within 24 haurs after death: Page & 
moy 
<= TO FU 


Bs 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
11732 CERTIFICATE OF DEATH 


Reg. Dist. No. 


if Needing oe 2. Mees RESIDENCE (Where deceased lived. IF institution: Residence before odmission) 
°. 
Carroll marviano || ° Tiryland SSN Gare eti, 
b. CITY OR TOWN [If outside corporote limits, write | c. i Ye OF STAY IN Ib c. CITY OR TOWN (If ovttide corporote limits, write RURAL and give nearest fawn) 
RURAL and give nearest fown| 
Sykesville A /Westminster 
d. NAME OF HOSPITAL (If nat in hospitol, give street address) |? ¢, STREET ADDRESS. @. IS RESIDENCE 
OR INSTITUTION z ON A FARM? 
inefield State Hospital ves fol NOC 
3. NAME OF First Middle Lost 4. DATE Month Doy Yeor 
DECEASED OF 
Nigpsveription) Charles A. Leister batH November Wy 19 57 
5, SEX 6. COLOR OR RACE | 7. MaRRiED [RJ NEVER MARRIED [7] |B. DATE OF BIRTH 9, AGE (In years [IF UNDER ¥ YEAR] IF UNDER 24 HRS. 
lost_birthd 
Male White wiooweo[]  oworceocy | Sept. 1882 5 Re a Ee 
100. USUAL OCCUPATION (Give kind of work dane! 10b. KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during mast af warking life, even if retired) U.S.A 
Parmer Farming Maryland “S.A. 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
James Leister Frances Guy 
ps WAS Clade As) U. S. ARMEO Gee 16. SOCIAL SECURITY NO. |17, INFORMANT Addrass 
Page ees We FAtGee bree eaiet anich : ‘i 5 
Nene Bl eis sda L, Springfield Hospital Records 
1B. CAUSE OF DEATH [Enter only ane cause per line for (a), (b), ond (J TERA AEB 
PART |. DEATH WAS CAUSED BY: 
s Jy. __ IMMEDIATE CAUSE i) ____Lobar pneumonia days 
4I0 not veto =arterioclerotic heart disease years 
Conditions, if any, which (o__ 
gave rise ta immediate oe 
cause (a), stating the ynder- - . 
lying cause last. generalized arteriosclerosis years 
3 Past Ml. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE Sead GIVEN IN PART ¥(0)| 19. pilots, (eeakh 
5 Chropic brain syndrome, associated with disturbanee of metaboliam,.. | vr nom 
iS 200. ACCIDENT ANAS UND RVING a ‘| 2b. DESCRIBE HOW nURY SccumeED. Fister aati of in ioe in Part | or for IW of item 18.) 
& JOR CONTRIBUTING CAUSE OF DEATH 
© [(IF EITHER, NOTIFY MEDICAL EXAMINER) 
5 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, ! 1208. (City or town) (County) {Stote} 
5 Hour a, m. While Not while foctory, street, office bldg., etc.) 
= pam. 19 Jot work [J ot work [J H 
__, to... Nove I viel, that | last saw the deceased 
occurred at2.00. | ~0M, from the causes and on the date stated above. 
ADDRESS (Street, city or tawn, state) DATE SIGNED. 
ACTUAL . 
SIONATUR rs Sykesville, Md. 11/15/57 


mucins Walther H. Sonnenfeldt, } 


22a. BURIAL, CREMATION, | 22b. DATE THEREOF 
zi ae y) 
LRALEEE I. 2-57 
23. FU PAL “Di OA Lee Hf 
LE LE 


(City, town, pr county) (State) 


CEMETERY ORL 


ae 


PILE; LLE 
y | 24a. REC'D BY REGIST RAR | 24b. REGISTRAR: 'S SIGNATURE } J 


DATE WHE of s, Weecty LEX 


2 
zg 


ee 


STATE 
H DEPT. 


f(a) 


h 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 1 1 (67; 
11733 MEDICAL EXAMINER’S CERTIFICATE OF DEATH 


Reg. Dist, No—e oF a 
* PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived. If institution: Residence before odmission) 
°. Y . STA . 
Gerrold marviand || ° SATE Maryland » SONY Montgomery 
b. guy in Toy aed corporate limits, write RURAL ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN {If outside corporote limits, write RURAL ond give nearest town) 4 
Sykesville 2yrs.6mose2days Wood Acres: [Seg ae 
d. NAME OF HOSPITAL OR INSTITUTION (If not in hospitol, give street oddress) d, STREET ADDRESS e. Chea 
Springfield State Hospital 6009 Cobalt Road __ [vs No 
3. asics cog First Middle lost 4 pave Month Day Yeor I 
Typaorning Agnes Alice Lockhart LENNOX Beata November _11, 1957 
5. SEX 6. COLOR OR RACE |7. MARRIED o NEVER MARRIED [[}j 8. DATE OF BIRTH 9. AGE (in yeou [IF UNDER TYEAR] IF UNDER 26 HRS. 
. taut birthday) Months | Doys | Hours | Min. 
Female White |wioweng) — oworceo) | August 29, 1883 Th om. 


Wo, USUAL OCCUPATION {Give kind of ay done] 0b. KIND OF BUSINESS OR INDUSTRY 
during most of working lite, even if retired) 


11. BIRTHPLACE (State or foreign cauntry) h2. CITIZEN OF WHAT COUNTRY? 
South Dakota U.S.Ae 


Housewife - : 4, 
13, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 

William Lockhart = Alice Taft 3 5 2 =e = 
15. WAS DECEASED EVER IN U. S. ARMED FORCES? 16. SOCIAL SECURITY NO. |17. INFORMANT Addrets 


ivcaitaee ganesh) (eFRMIpoetor dame canta 4 , 
Ne 3 || ce = Springfield Hospital Records 
18. CAUSE OF DEATH [Enter only one couse per line for (0), (b). ond (e).] - - INTERVAL wEIWttNy a 
_ PART 1 DEAT MEDIATE CAUSE (o) _BYOnchopneumonia, mst ____| Days 
Y9/% yn 
Conditions, if ony. which _Decubitus ulcers Weeks 
gove rise to immediate couse iat , ; 
Jo), stoting the underlying, PVE TO 
couelot (a a 
GBS “eB BOESiHH OU LOE RENCE ELI SHEN, OH AEH RH Tat8 TERN BEaap” PERFORMED?” 
e,With psychotic reaction. Fracture 5 right h yes) Nog 
a eerur CAUSE WAS. '20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Pe Vor Port II of item 18.) 


HUW orERR on | Patient fell while being dressed. 


0c. TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED 20e. “place OF INJURY Fan form | 120f. (City or town) {County} ——(Stote) 
whi lactary. stree rc. 

7200" Ae" 10/27/57 |My Mica “Hospital ‘Sykesville Carroll Mds 

21. I certify that | toak charge of the remains described above, held an Autapsy [_], Inspection [, Inquiry [3 and in my 


apinian death/fsulted fram: ct Wisk) DD. Suicide [), Hamicide [[]. Undetermined monner [J 
DATE SIGNED 
bap, CHIEF MEDICAL EXAMINER 


ASSISTANT MEDICAL EXAMINER o 
Nase tees) James T. Marsh, M.De DEPUTY MEDICAL Pe M/it 
| 220. BURIAL, CREMATIC BURIAL, CREMATION Zab. DATE THEREOF Tic. NAME OF CEMETERY oR “CREMATORY 72d. LOCATION (City. town, or county) r. “Gtote) 


BaRIAL” | /-/5-S7__ | Cawood CEMETERY Aust IV, MIWNE SOTA 


23. a At ae OR’ age SIGNATURE ADDRESS zaflrec ‘D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURI 


y Herre 1294 Yd ae Lb-6 7 | 


MEDICAL CERTIFICATION 


ACTUAL 
SIGNATURE. 


G\ 
wa hn lx Entzrnad Meme 


| 
wi 


11734 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
CERTIFICATE OF DEATH 


11740 


*. Reg. Dist. No. 
3 = Ww eRe aos a RN oae (Where deceased lived. If institution: Residence before odmission) 
%. 3. °. b. COUNTY 
32 ‘ Carroll bea Maryland Mont gome 
7. 3 b. CITY OR TOWN (IF outside corporate limits, write ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
© g ‘ 
3 } RURAL ond give nearest town) , 
= iS) lle 2mos,2ldays Silver Spring 15 
2 Ay a d. NAME OF HOSPITAL (if not in hospital, give street oddress) d. STREET ADDRESS. @. 15 RESIDENCE 
£3 14 OR INSTITUTION ON A FARM? 
me \ Springfield State Hospital 9903 Woodland Drive ves) Note 
» SU NAME OF First Middle lost 4. DATE Month Day Yeor 
eeetorrenint) Anna Greenberg LIPOV DEATH November 26, 1957 
5. SEX 6. COLOR OR RACE |7. MARRIED C] NEVER MARRIED [-] | 8. DATE OF BIRTH 9. AGE in years betes TYEAR|IF UNDER 24 HRS. 
i Do) H Min. 
Female White —|wivoweo ovorceot] | July, 1883 7h nN) [Monta] “Ooys | Hours | — Min 
= 100. USUAL OCCUPATION (Gi ind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stole or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
£ ) ing most of working lite, even if retired) 
g : OUs e - Russia U.S.A. 


13. FATHER'S NAME 


Sam Greenberg 


44, MOTHER'S MAIDEN NAME 


Jane Greenberg 


15. WAS DECEASEDEVER IN U. S. ARMED FORCES? [16. SOCIAL SECURITY NO. [17. 
Tes, ng or uaknewn) Tit yes, give wor oF date el service) 


fo] - 


INFORMANT Address 


Springfield Hospital Records 


3 
8 
£ 
Rg 
cs 
= 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (<)-] 


INTERVAL BETWEEN 
ONSET AND DEATH 


3 
> 
8 
2 
& 
- 
o 
a 
« 
3 
2 
8 
© 
: 
8 
3 
2° 
g 
& 
a 
© 
5 
= 
= 


21. | certify that | attended the deceosed fram Sept. Sy... 1H7__, tMowenber._26,., 1957. ,that | last saw the deceased 
alive on..November..25,.__, a, and that death accurred at suS& M, fram the causes and an the date stated above. 


ADDRESS (Street, city or fown, stote) DATE SIGNED 


ACTUAL 
Sah gh a RSS Ea AIS Ah AON er line ach Sp cet ag ah na hae AO Se | 


Fu 
= 
ps 
a 
4 
7 
8 
7” 
e 
5 
Ps 
+ 
A 4 
ES 
z 
ca 
2 
a 
a] 
e 
BS 
ic 
© 
4 
> 
a 
3 
a 
eT 
é 
) 
3 
= 
2 
° 
& 
8 
2 
3 
< 
4 
oO 
= 
y 
Pref 
14 
a 


PART 1. DEATH WAS CAUSED 8Y: q 
IMneeiate cause o.__ UrremLa: nknowm 
7 DUE TO 

ra Conditions, if ony. which) | Arteriosclerotic heart disease Years: 
E gove rise 10 immediow (1 
& couse (0), stoting the under- 
Ps lying couse lost. @___ Generalized Arteriosclerosis: Years 
8 5 Past 1). OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH SUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)|19. WAS AUTOPSY 
S = — PERFORMED? 
3 <| C.B.S, due to arteriosclerosis ves] Noe] 
2 = 200. ACCIDENT Reet ony oD 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port II of item 18.) 

¢ JOR CONTRIBUTING [J CAUSE OF DEATH 
2 & JCF EITHER, NOTIFY MEDICAL EXAMINER) 
<a ~ 
” ov Nan hark ab) iene 
$ & ]20c. TIME OF INJURY Month, oy, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (Stote) 
8 3 Hour 0. m. While Neo! while foctory, street, office bldg., etc.) | 
: = p.m. 19 Jot work [J ot work [] i 
~. 
3 
£ 
8 
= 
7. 
3 
2 
2 


Watfher H Son 


Walther H. Sonnenfeldt, M.D. 


NAME (Type) 


TAL OR ATTENDING PHYSICIAN: The low requires thot the death certificote be executed within 24 hours offer deoth: Page 4 


‘etoined by the hospital or ottending physician. 


~ 


the registrar prior to burial, cremotion, or removol, ond in ony event 


& ‘4 of ui IAL, CREMATION, | 226. PATE THEREOF Tc. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or county) (Stote) 
Ey REMOVAL (Specit =. acts 
55 ree CVEEEED WATE SLES AUETOGRAD Ce, AQ 
4 - 5, oan DIRECTOR'S SIGNATURE oastas bc f Ca aaa ey | 24b. REGISTRAR'S SIGNATURE 
Yea WE ene tat ato Adf fY c ALT -4 = PZ, patey ESR AL tan Weer 


G 


(ad 


2A nvwuna 


L561 Le -AOt 3 


Wars | . 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 1 17 41 
CERTIFICATE OF DEATH 


ol 


ie Reg. Dist. No. 
3 3 = 7 aa ves 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
8 8. °. b. COUNTY 
$s ¥ Carroll MARYLAND Maryland Balto, City v 
re] 3 <j b. CITY OR TOWN (If outside corporote limits, write | c, LENGTH OF STAY IN 1b c. CITY OR TOWN [If ouhtide corporate limits, write RURAL ond give nearest town) 
5 RURAL ond give nearest town) Lid] Balto ens 
Se ykesville 10 days fe ° /-¢ 
° ‘d. NAME OF HOSPITAL (If not in haspitol, treet oddi |. STREET ADDRESS 2j26 St. iS RESIDENCE 
2s a Rss [if not in hospital, give street oddress) @. STREET ADDRES: Paul Is RESIDENCE 
BS : Springfield State Hospital ves] Noo 
| & 3. NAME OF First Middle low ‘4. DATE Month Da; Yeor 
3 (Type ar print) Axel William MALMGREN Beata November z 19 Ths 
a 
5. SEX 6. R OR RAI Be ATI 9. AGE (1 
s s! COLOR OR RACE |7. MARRIED [NEVER MARRIED [] [8 DATE 8) ah AG lin yee a 
3 Maile White wioowed [) Divorced (1) /} / gy 63 yn. 
oe 10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE (Stote or foreign country} 12, CITIZEN OF WHAT COUNTRY? 
gi during most of working life, even if retired) 
F| T Carpenter - Sweden U.S.A. 
O\' 13, FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
8 
ios Axel Malmgren Elise - 
$ 15. WAS DECEASED EVER IN U. S. ARMED FORCES? | 16. SOCIAL SECURITY NO. |17. INFORMANT Address 
E (Yer, 90, of unknown) {It yes. give wor or dates of rervies) 
5 No | - 214-032-7762 Springfield Hospital Records 
g 1B. CAUSE OF DEATH [Enter anly one couse per line for (0), (b). ond (c).] INTERVAL BETWEEN, 
ai PART 1. DEATH MASA Ones op __AYterlosclerotic cardiovascular disease ear 
§ ‘ ; 
« tae. DUE TO 


Conditions, if ony. which i) 
gove rise to immediote 
couse (a), stoting the under. ( PVE TO 


lying couse lost. {e) 


IRECTOR: After this certificate has been signed by the attending physician ond completely fi 


/ Fah. fe) 
PHYSICIAN'S 
|_[RAME type) _< Ale 6-< Ma d 
[220, BURIAL, CREMATION, | 225. DATE THEREO THEREOF ‘Tic. NAME OF CEMETERY OR CREMATORY %2d. LOCATION (City, town, or county) (Stote} 
REMOVAL ow) 
re clon ALY ee 


23. FUNERAL DIRECTOR'S SIGNATURE once 


‘@ 


the registrar prior ta burial, cremation, ar removal, and in any event within 72 hours offer deatl 


o8 
Saez 
285 rs Pant Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)|19. WAS AUTOPSY 
£23 5| C.BSe associated with arteriosclerosis, with psychosis. ves) NOS] 
bone = [200. ACCIDENT WAS UNDERLYING C]__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port II of item 1B.) 
eae & [OR CONTRIBUTING [] CAUSE OF DEATH 
ees © (IF EITHER, NOTIFY MEDICAL EXAMINER) 
S56 & [20c. TIME OF INJURY Month, Doy, Year |20d. INJURY OCCURRED [20e. PLACE OF INJURY (Home, form, | 20F. (City or town) (County) {(Stote) 
ace Ss Hour 0. m. While Not while foctory, street, office bldg., etc.) | 

Zz = pam. 19 Jot work (of work (J 1 
= 5 
ei 2 21. | certify thot | ottended the deceased from October 23,, Wt, toNovember 2, 19.20, that | lost sow the deceosed 
os 3 alive on NOvember ty ne a , ond that death occurred at__2SO2AM, from the couses ond on the dote stated above 
$ % A ADDRESS (Street, city or town, stole} DATE SIGNED 

v 

4A 

ses sete 2A es mo. Se re ee 
552 

Oo 

a 

© 

> 

& 


moy 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after death, Page-4 
TO FU 


2da. REC'D BY i nae 2ab. ast 7 ATURE ‘fo 


Bape WILLIAM J. TICKNER & SONS = Balto. wlll Ay Dre Harr, 


v4 Nvaung 


4561-9 OK 


arsosef 


_ MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 1 1 a 4 2 
.11736 CERTIFICATE OF DEATH 


— 


Reg, Dist. No. 


< ve 
&S $F . 1, PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived. If institution: Residence before odmission) 
e 8 2 Wt 0. COUNTY . STATE 'b. COUNTY 
— =r\™ Carroll Maryland Carro 
SeetoKe B. CITY OR TOWN (If outside corporote limits, write | ¢. LENGTH OF STAY IN Ib ©. CITY OR TOWN (If outside corporote limits, write RURAL and give nearest town) 
g 5s RURAL ond give nearest town) o 
yee Rural - Sykesville since 10-22- Rural Route #2 ~ Taneytor x 
2 oe. 2 d. NAME OF HOSPITAL {If not in hospitol, give street oddress} d. STREET ADDRESS @. 1S RESIDENCE 
5 es / Oe OR INSTITUTION | A ; ‘ON A FARM? 
2 p55 Springfield State Hospital = ves [] No 
2 a: 3. NAME OF Fist Middte Lost 4. DATE ‘Month Doy Yeor 
a . s 2 a 
ae (Type or print) George Benjamin MARSHALL, Sr. | eat November 12 1957 
eS =e 5. SEX 6. COLOR OR RACE |7. MARRIED ER] NEVER MARRIED [] | 8. DATE OF BIRTH 9. KGE fia voor Casas TYEARTIF UNDER 24 HRS 
. a. I male white wioweoZ} vor]. | Apri 26. 1877 A oletiel- wel 28 ing 
S ERG 100, USUAL OCCUPATION (Give kind of work done] 10b. KIND OF 8USINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
e S. ae during mast of working life, even if retired) i 7, F 
£ 328 \—(| wight watchman Wee oI-%e bbe | carroll Co. United States 
g i 33 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
3 £8 David A. Marshall Caroline Sechist 
=e 2 3 1, WAS DECEASED EVER IN U.S" ARMED FORCES? [16, SOCIAL SECURITY NO. [17, INFORMANT aden Sukesville, Md 
s fet, no, oF unkown} 65, give wor or dates of service) 3 é 7 C oy e 
8 < g 3} no — unknown Records of Springfield State Hospital 
See 
s 2 3 A 18, CAUSE OF DEATH [Enter only one couse per line for (0), (b). ond (c).} ENTERVAL BETWEEN 
2 ¢4y PART |. DEATH WAS CAUSED BY: F a PRSerARO PERTH 
2 °s= . IMMEDIATE CAUSE (0) years 
ee 5 Ms ) 
oP rs 6 AO.O, CUE more than 
= 22 > Conditions, if ony, which Genera 
Ss BES gove tise to immediote 
3 BAS }. stoting the under. ( PUETO 
i § 2d lying couse last. (). -— 
J 3 Jue 
z = 3 ie Fis Pany I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART 1(0)| 19. Ne Jeg 
feet = . e 
Logs 5 “~-1$|_Cerebral_ arteriosclerosis vsR Noo 
La a ese Ez | 200. ACCIDENT WAS UNDERLYING C] 20b. DESCRIGE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il af item 18.) 
o Oe 
egee° & ] OR CONTRIBUTING (J) CAUSE OF DEATH 
<5ges © | (UF EITHER, NOTIFY MEDICAL EXAMINER) a3 
t+ Se a 
Soess & [2e. TIME OF INJURY Month, Doy, Year [20d, INJURY OCCURRED —[20e. PLACE OF INJURY (Home, form, | 20F. {City or town) {County) {Stote) 
Es les 5 Heat c al While Not while factory, street, office bldg., etc.) | 
Zsi7§ 3 ofa aee 19 fot wark [J ot wor {7} meee ! =a 
ee, ssd 4 
ZeE5 4 21. | certify that 1 attended the deceased fram. _D@Ce 27... , 95h, to. Nov. AL. , 192°7..,that | last saw the deceased 
<2e * 
2 = os z 5 ative on__ Nove JA pales Dies = and that death accurred at_Lé 0 Am, fram the causes and an the date stated abave. 
FS 3. ADDRESS (Street, city or town, stote) DATE SIGNED 
<500T ACTUAL ? SYS a 
seit | [tein Vralw  ys2 wo. Springfield State Hospital... 1212-57 
£2 
: 2 AN’ * 
72. Mintiies Martin Gross, M.D. 
re, Let 
uu“ Tc. NAME OF CEMETERY OR CREMATORY {Stote) 
Oe5.85 , 2) 4 A — 
of et weeds eae. « Bitty rater th Amol 
‘ ‘ ‘3 ob a 4 
VS_A1S (4! f es ie 
Yeas. \ o. Mine ttn Aline 


yak Zi] = y, xs 


1 MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 11743 
, 11737 MEDICAL EXAMINER'S CERTIFICATE OF DEATH 


4 Reg. Dist. No. 
3 \; Eh. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If Institution: Residence before admision) 
Ee 3 Carroll mamano || ° STATE Maryland BcouNT, Dal to,ciey 
2 b. CITY OR TOWN (If eutside corporate timin, write RURAL c. LENGTH OF STAY IN Ib c. CITY OR TOWN (IF outside corporate limits, write RURAL ond give nearest town) a) 
é ond give peeres toren 5 2) a > 
¥ kesville LSyrs.lmos hidpys Baltimore 3Vo/. 4 
1, give si 


irectar. 
les. 


d. NAME OF HOSPITAL OR INSTITUTION (If not in hospito' treet oddress) d. STREET ADDRESS e ON Beane 
pag 8 : a + . 
‘S| Springfield State Hospital Bay View Hospital) ves []_ NO Et 
3 ba OF ; cot Middle Last 4. aig Month Day Yeor 
(Type or print) Lizzie MARTIN bar November 19, 1957 
S. SEX 6. COLOR OR RACE |7- MARRIED [] NEVER MARRIED [MJ] 8. DATE OF BIRTH 9. AGE tn yor IF UNDER 24 HRS. 
5 s Min. 
Female White wivowep[} —oivorceo 1872 ? yes, 
100. USUAL otal easlte kind of work done} 10b. KIND OF BUSINESS OR INDUSTRY | 11. SIRTHPLACE (Stote or foreign country) 2. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 2 
/|___None Aen Maryland Usa. 
13. FATHER'S NAME 14. MOTHER’S MAIDEN NAME 
Unknown Unknown 
(Yes, no, or unknown) {il yer, give wer or doter of service) 
o No - Springfield Hospitel Records 


od 


If ony deloy is necessory, please exe 


File poges 1 ond 2 with the registrar prior to buriol, cremation, 


INTERVAL BETWEEN, 


Item 18. Give Poges 1, 2, and 3 to the fune; 
h farm PM3. Poge 5 may be retoined far ya 


cute, 
Far: 


or removol 


TO FU) 


< 
3 
= 
oO 
ft 
iS 
oO 
2 
x 
a 
€ 
= 
38s 18. CAUSE OF DEATH [Enier only one couse per line far (a), (b), ond (c).] INTERVAL BETWEEN 
pects PART 1, DEATH WAS CAUSED BY; of 
2 & IMMEDIATE CAUSE (0} Hours: 
= " 
£ 3 pel DUE TO 
a3 Conditions, if ony, which w 
S- 3s gave rise to immediate couse 
3855 {0}, stoting the underiyingg DUE TO 
g808 cavre lot. | t 
elgg Zz PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIGUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)]19. WAS AUTOPSY 
Bot? 7 12 So ae PERFORMED? 
8 £093 a 5 Mental deficiency, undifferentiated. vssCe noo] 
os = a 
3 RE 2 E | Se BTERNAL CAUSE WAS ae [20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port Vor Port Il of item 18.) 
2562 & | CAUSE OF DEATH. 
8 = 
2 gus 5 | 20c. TIME OF INJURY Month, Day, Year [20d. INJURY OCCURRED |20e. PLACE OF INJURY (Home, form, 1 20F. (City or town) (County) (Stote) 
te 6 Hour 9, m. While Not factory, street, office bldg., etc.) | 
g23% 3 p.m. 19 cat work [[] of work CJ : 

o "J + . . + 
3222 21, I certify that | took charge of the remains described above, held an Autopsy J, Inspection Inquiry [3g ond find that 
ayie death resultedIrom: Natural causes FJ, Accident [1], Suicide [], Homicide [], Undetermined couse [1]. 
= 605 : 

Yee J 

6 fee ACTUAL p DATE SIGNED 
ge55 4 ACTUAL \ietacty ; VY a Map, CHIEF MEDICAL EXAMINER [] 

= So2 ASSISTANT MEDICAL EXAMINER [7] . 
5 NAME (ve James T, Marsh, M.D, DEPUTY MEDICAL EXAMINER 11/19/57 
2 ( , 

a 

° 

5 


Zo. BURIAL, CREMATION, | 2ab. DATE THEREOF Re. OF CEMEJERY ORCREMATORY 72d. LOCATION (Ci, town, pt eaynty) State) 
tia |b 22-5, v tice : 
Cte) i Ss MYHAGALG FIR MAL LE VAL 
el Splaclh, Af on FE) epoteg a 
Ys. AISME(S) ‘ oA. Z / 3 ip 5 
SM 9/55 | ZLLKMEL (Lod: y oe 7 | - 


ES a i, 


pe# 4 
7 


$A NVTul 


AON 


e 
Dawes 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
11738 CERTIFICATE OF DEATH ipecig . 


( i 1 Mena or —— 2. Lenin feeseotle ere deceased lived. If institution: Residence before admission) 
<peeteLY MARYLAND "ea b. COUNTY Emer sad 
b. CITY OR TOWN (If outside corporote limits, write | ¢, LENGTH OF STAY IN Ib c. CITY OR TOWN {If outside corporate limits, wri URAL ond give nearest town) 
é RAL ong) ive nearest town) if. 7g" ed tank 
tat. ae OLX 


= wet SAME OT ROSETAL UF no in heaicl gre sen! eden) |[___&: stREET ADoREss; , ; en 
BW 4 3 He Zz ay A Ce ves (] No = 


3. NAME OF First Middle 4. DATE Month Day Year 


type or pimy 2 OF YivGllWa (Men aTH Star Lee. 7 pS 


S. SE; 6. COLOR O rs 7. MARRIED [] NEVER MARRIED [] | 8. OATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR|IF UNDER 24 HS. 
cal OL peaE 


lost birthdoy} 
wioowen FI} oovorceo lL) eeege (OA STG WHA or) | Months] “Doys | Hours | Min, 


100. fiend OCCUPATION (Give kind a work done] 10b. KIND OF. pUsiNEs® ‘OR INOUSTRY /A1. BIRTHPLACE Sata ‘or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
et GSS 


during most ef working life, everyif retired) C7 A 
ys hee EPH 
14, MOTHER'S MAIDEN = 
A Mee oe 
6 {* WAS DECEASED EVER IN U. S. ARMED FORCES? 16.(GOCIAL SEGURITY 17, INFORMANT ‘Address x 
as. ae UF yes, give wor or dates of service) oO 5 
FiCorreee ZA AMitrceeehecler peed We 
peo | LK EMI Clee, 


18. CAUSE OF DEATH [Enter only one couse a for (0), (b). ond (c).] INTERVAL BETWEEN 
44 het ONSET DO 


y the funeral directar, 


Pages 1 and 2 shauld be filed with 


campletely fil 
and completely fil 


Then please remave carb6n papers. 


the registrar priar ta burial, crematian, ar remaval, and in any event within 72 hours after 


ter death. 
tie 


icate be executed within 24 haurs after death: Page 4 


PART I, DEATH WAS CAUSED BY: 
ee IMMEDIATE CAUSE (o) 


é 1 / UE TO 


Conditions, if any, which {b) 
gove tise to immediote 
couse {0}, stoting the under. { OVE TO 


lying couse lost. el 
Part Wl, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)|19- WAS AUTOPSY 


RFORMED? 
yes] NO 

200, ACCIDENT WAS UNDERLYING []_ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port I! of item 18.) 
OR CONTRIBUTING LJ CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, <p Yeor | 20d. INJURY OCCURRED. 20e. PLACE OF INJURY {Home, farm, 1208. (City of town} {County) (Stole) 

Hour a. n. While Not vile foctory, stree!, office bidg., etc.) | 

p.m. lol work [7] of work 1 


21. | certify that | attended deceased fro: A ee, we’, to, Ly Ve - 1%7_/,that | fast saw the deceased 


olive on QUAY. fs ee Ys that gth occurred at/#. 22M, fram the causes and on the date stated abave, 
(Sa ) {/ ADDRESS (Street, city ar town, stote} DATE SIGNED 
ett D0) CS QATUAFUAMN ne, OMT Eg (dtd, UA1S7 


ih a 


NAME (Type)_MeCePorterfield // Rempstes@. Mar. 2 


220. BURIAL, teak gE DATE THEREOF :. Ni OF CEMETERY OR-CREMATORY 22d. LOC, IN (City, tawn, or county) (Stats) 
es Rava tegen ify) “loa 
2 ea fs Pf tCee Bc ee od e 
c= a AL DIB ee SIGNATURE EA Jab. REGISTRAR'S SIGNATURE 
YS AIS (4) (ee, SSL, . 
YE ys) AGES Feo — » (SE, Ca GSE (five — Flew (act Te | wf oy 5 YY ta. 3 g 
<a... 


MEDICAL CERTIFICATION: 


DIRECTOR: After this certificate has been signed by the attending physician 


Id be detached far use as the burial-transit permit. 


ie! 
a 
= 
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eS 
a 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
11739 CERTIFICATE OF DEATH sen tonne, LPP 45 


2. USUAL RERBENCE (Where deceoted lived. If institiom Residence before odminion) 
9. STAT b. COUNTY, 
dKenbury Mer HODIST Home Ga hershbbry 
c. CITY OR TOWN (If outtide corporate limitswrite RURAL ond give nearest town) 
formerly af 


K \ 1. PLACE OF DEATH 
? ©. COUNTY 


4 Carroll beng So 2 


- B. CITY OR TOWN (IF outside corporote limits, write | ¢. LENGTH OF STAY IN Ib 
RURAL ond give nearest town} 


. by the funeral directar, 


Then please remove carbon popers. Pages | ond 2 shauld be filed with 


.% : D> 
Sykeaville , M4 2 yrs,1 mos Gaithersbury_ Kingsley Rd 
d. NAME OF HOSPITAL (If not in hospitol, give street oddress} |} d. STREET ADDRESS. ’ Owings 1 pace 7 
yz OR INSTITUTION | q fe) RM? 
i S 1 Ashbury ethodis Home ves] NoO 
3. NAME OF Middle Lost 4. DATE ‘Month Doy Yeor 
(Type ar print) Catherine Kate) lee DEATH 19 
5. SEX 6. COLOR OR RACE |7. MARRIED [L] NEVER MARRIED] | 8. DATE OF BIRTH 9. AGE (In yeors [IFUNDER 1 YEAR] IF UNDER 24 HRS. 


lost eghdai) 


8=28~6h | 


Oa. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 


Female white |wroowen pivorcep [J 


* 12, Cit 
5 \ during most of working life, even if retired} sae sx" re 
4 1 / | house-keep wn 
3 ING “113. FATHER'S NAME swkrroewn 14, MOTHER'S “AoE NAME 
William Morgan Margaret E.Murray 
1S, WAS DECEASED EVER IN U. S. ARMED FORCES? /16. SOCIAL SECURITY NO. | 17. Il RMA 
SETS a A erp : if Ospital Records- Sykesv{{té, ma 


INTERVAL BETWEEN 


18, CAUSE OF DEATH [Enter only one couse per line for {0}, (b}, ond {e)-] INTER a pen 


PART 1. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (o} 


7 
YRaaAagl DUE TO 
Conditions, if ony. which i 


gove rise to immediote 


use (0}, stoting the yader. ( DUE TO ites teacietesia. ,Disturbance of Netabolien 


thot the death certificate be executed within 24 hours after death: Page 4 


till 


ires 


- 11-16-57. 
§ lying couse lost. fe) 
i a Parr Il OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o)[19. WAS AUTOPSY 
e 3| CHRoM/e BRAIN SYMPIPOME ALS 0O/ATED WITH MON TLE BRA) ves) NOT 
2 © [20c. ACCIDENT WAS UNDERLYING (| 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port II of item 
a & | OR CONTRIBUTING C] CAUSE OF DEATH 
5 & | (if EITHER, NOTIFY MEDICAL EXAMINER) 
s 2 
c & |20c. TIME OF INJURY Month, Dey, Year |20d. INJURY OCCURRED —[20e. PLACE OF INJURY (Home, form. 1 20F. (City or town) (County} (tote) 
5 a Hour o.m, While Not while foctory, street, office bldg., etc.) 
= p.m. 19 lot work [J of work [J H 
21. | certify that | attended the are ares {ae WIG, 19 LLL lp. = wie Z.,that | last saw the deceased 
70 
olive on_//— fs ee wl ? ., ond that death occurred ot Z-==_22.M, fram the causes and on the dote stated above. 


DIRECTOR: After this certificate hos been signed by the ottending physician and completely fil 


ined by the hospit 


a 


‘~ 


page 3 ufould be detached for use as the buriol-transit permit. 


sero Cz 


the registror prior to buriol, crematian, or remaval, ond in any event within 72 hours after 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requ 


Wo. BURIAL CREMATION, | 2b. DATE THEREOF Tic. NAME OF CEMETERY OR CREMATORY 2d. LOCATION (Cily, town, or county) {(Stote) 
5 REMOVAL (Specify) 4 
BS Burial 1 9 Westmi ns te em Wes toi ns te fd 
4 23. FUNERAL DIRECTOR'S SIGNATURE pp REC'D . REGISTRAR | 24b. Oy S{GNATURE A 3 
VS AI5 (4 4 Ji) 
Vass Balto. 17.Ng fet fo) = 
Vv y 3 cf 


7 


in rly) rn We De SS. 0, Hote} Z ae 


$A qvaand 


1cGi VO KON 


ive! nis : 7 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 hours after death: Poge 4 


| 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 11746 
11 74 0. CERTIFICATE OF DEATH ZZ 


Reg. Dist. No. 


Arteriosclerobie Heart Bisease years 


Conditions, if ony, which wo 
gove to immediate Due TO 
SNCs iene aa ie Generalized Arteriosclerosis years 


est ‘ 
3 =z ye UR: PuGe Ou peat & A i lirtlilg th (Where deceoted lived. If institution: Residence before eran: o 
& og ce °. b. COUNTY 
s2( WM) Gabe. MARYLAND Maryland Allegany 
3. 3 ©. b. CITY OR TOWN iif ovtiide corporate limits, write | ¢. LENGTH OF STAY IN Ib © CITY OR TOWN (If eutiide corporate Fimits, write RURAL ond give neorest town} 
3 ons girs earest > 7 
§2 Rural kesville since 9-25-| Lonaconing CX x, S 
2g d. NAME OF HOSPITAL (If nat in hospitol, give street address) d. STREET ADDRESS: @. 15 RESIDENCE 
=n OR INSTITUTION . < ON A FARM? 
Be S field State Hospital Railroad Street yes) NOCK_ 
z 
3. NAME OF Fi Middl 4, DATE 
& & Pes rst idle ; tos Da Month Ooy Yeor 
3 (Type or print) Pail Vernon MORGAN diate =November 16 1957 
3 5. SEX 6. COLOR OR RACE | 7. MARRIED [3] NEVER MARRIED [-] |B. DATE OF BIRTH 9 AGE {In a [i If UNDER 1 YEAR] IF UNDER 24 
a YY] Do) H Mi 
E male white |woowet —_oworceoO | February 1h, 1890 & ig a Ne 
Be 10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
ce during most of warking life, even if retired) be png 
eg laborer < Lonaconing, Maryland United States 
3 s 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
8 ey Esau Morgan Rébecea ‘Rinker 
$ 3 } . 3 was ay EVER IN U. S. ARMED Leche al 16. SOCIAL SECURITY NO. |17. INFORMANT Address O°) esvi ey wide 
adie Ver etic t) EA (Wiper eer Sroiaa alata ; . 
Fe /O| no --- unknown Records of Springfield State Hospital 
ge 18. CAUSE OF DEATH [Enter only ane couse per line for (0), (6). ond (c).] INTERVAL BETWEEN 
ay PART |. DEATH WAS CAUSED BY; 
st Hate saceeee at Bronchopnetmonia s 
Ca t .O not  oue1 
& 
= 
° 
€ 
Uv 
z 
5 


ADDRESS (Street, city or town, stote) DATE SIGNED 


_Springfield State Hospital. 


DIRECTOR: Alter this certificate has been signed by the ottending physician and campletely fi 


page 3snauld be detached far use os the burial-transit permit. 


the registrar priar ta burial, cremation, or remaval 


rd 

9° 

‘8 iS Ge PSBERT ES! ling il fo tions CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)]19. WAS AUTOPSY 
ES Sle eS: Cc. 

£ ols S28 with paranoid coloring ves LE] NO 04 
iy = 200. ACCIDENT WAS UNDERLYING [1 | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Port tor Part tt of item 1B.) 

§ & | OR CONTRIBUTING [1] CAUSE Of 

2 © [CF EITHER, MOTLEY MEDICAL EXAMINER) _— 

5 = 20c. TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED 20e. PLACE OF INJURY {Hame, form, | 20f. (City or town) (Cavnty) (State) 
) 3 Hour 0. m. —— While Not whileee= factory, street, office bldg., etc.) | — 

3 z pom. 19 Jot work [] ot work (] i 

H 21. | certify that | attended the deceased from._____ De Ube. 19.57, to. T16 =, 1957. that ( last saw the deceased 
‘ alive on____-A)=l6=_______ 5 Teale =; and that death accurred va ils Aa, fram the causes and an the date stated abave. 
ay 

3 

13 


PHYSICIAN'S 


name (ives Vo ewe Uke Wel Campo, MD) 2 ee ee 
20. BURIAL, CREMATION, | 22b. DATE THEREOF Me. ou OF CEMETERY OR CREMATORY Wd. OFATION (City, town, or county) tote) 
>> EMOVAL (Specify) if, 9. Ss ete > 4 
Eo ie. LELE? EL: c sla 
ve ge S im 2h. REC'D BY REGISTRAR | 24b. REGASTRAR'S SIGNATURE 
VS AIS (4 if (a 
ae) teow I-A SY | i flacty Eee” 


SA NVIUNG = 


7 KON 


Dano = * 


jirector, 


by the funerol 
ind 2 shauld be filed with 


* 


please remove carbon popers. Pages 


within 72 hours ofter death. 


mee 


id 


OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after death, Poge 4 


ined by the haspital ar ottending physicia 
DIRECTOR: After this certificote has been signed by the attending physician and campletely Fill 


fould be detached for use as the burial-transit permit. 


the registrar prior to burial, cremotian, ar removal, and in 


poge 


—< TO HOSPITAL 
a 


ry 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
CERTIFICATE OF DEATH 


741 


1, PLACE OF DEATH 
_— | | «. COUNTY 
/ 


b. CITY OR TOWN (If outside corporote li ¢. LENGTH OF STAY IN 1b 


J SV RS le ly Men & oes 


ts, write 


2, USUAL RESI 
MARYLAND 


11747 
mp ickies pe 


ICE (Where deceased lived. If institution: Residence before admission) 
y bptt y b. COUNTY 
« iyo i) Ff ounside corporate limits, write RURAL ‘ond give nearest town) Vv 


(WYLIE if 


©. STATE 4 


. STREET ADDRESS e. 1§ RESIDENCE 
“oo riy Awe ON A FARM? 
bo LMG} d Yes [7] No. 


. a |< ME Hele aah (If net in hespitel, give street oddfess) 
4s OR j a 
bitHgg Spofeltesps pak 
First Middle 


Kotherine Ag 


3. NAME OF 
DECEASED 
(Type or print) 


MARRIED BY 8. DATE OF BIRT! 


J 6. COLOR OR RACE [7. MARRIED [] NEVEW 
nly / ft widowed (] 


pivorceo [] Mt}, lt iy 


‘i ind of work done| 10b. KIND OF BUSINESS OR INDUSTRY [11. BIRTHPLACE (Stote or foreign country) 
during most of working life, even if retired) tly 
SFE RIE Cae, 


14, MOTHERS MAIDEN NAME 


PSUAL OCCUPATION (Gi 


“appa Udtiles Aynpeh 


Lost 4 ahs Month Doy Yeor 
Leghpeh DEATH het : as 19 
[ AGE [in yeors IF UNDER 1 YEAR 1F UNDER 24 HRS. 


Igst bithday) [Months Min. 
& yn. 


12. CITIZEN OF WHAT COUNTRY? 


SA. 


Mbt bepl, 
1 IAS DECEASED EVER IN U. S. ARMED FORCES? 4 6. SOCJAL SECURITY NO. | 17. INFORMANT +5 Address 


o| gen (i y8s, give wor or dates of servica) 


none none 


Moser pee hh bheay 


18, CAUSE OF DEATH [Enter only one couse per lingyfor (0), aay {oJ i. 5 
PART t. DEATH WAS CAUSED BY: 
YUPIK IMMEDIATE CAUSE fo} Gre VCH LPULM TE, LA ‘4 


5 J ) DUE TO 
Af Conditions, if ony, which 6) 
ie v gove rise to immediate : 
couse (a), stoting the ynder- ( OVE TO 

lying couse lost. ‘ 


LATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0}/19. rede? AUTOPSY 


« Pagy il. a} 19 he Eiht CONTRIBUTING TO DEATH BUT NOT Ri S AUTOR: 
< fy > 5 
ra) fen. Aas. Wht, Enptilh Wid AM 4 PLYEAS Bid . | Ys) No 
200. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW ItVIURY OCCURRED. (Enter noture of infury in Port 1 of Ee iit Cfed 


OR CONTRIBUTING C1] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Doy, 
Hour 0. m. 


Yeor | 20d. INJURY OCCURRED 


While Not while 
jat work [] of work 


MEDICAL CERTIFICATION 


20e. PLACE OF INJURY (Home, fo: 
factory, street, office bldg., etc.) 


rm, 1 208. (Cily or town) 
H 


(County) {Stote) 


21. | certify that 1 gttended the deceased from.____/_* LT. W8@ 10, 1 9 19.5 That | hast saw the deceased 

ative Grae ch een oe 5 1927, ti occurred ot 2M, from the causes and an the date stated abave. 

] , : + ADDRESS {Sicget, sity oF town. stofe) yj DATE SIGNED 
|| [sett Kabir Ht omy lll “Satay Ui lal Fiyorfed YoeS jy 
exscwns Walther HH. Sonne dtl + : 


‘To. BURIAL, CREMATION, | 22b. DATE THEREOF ‘Tc. NAME OF CEMETERY OR CREMATORY 
REMOVAL (Specify) < 
ia ok iv ew Cat 
ADDRESS 
e 
A. k 


earal Cemt 


72d. LOCATION (City. town. or county) {Stote) 
Baltimore, Maryland 

2dg. REC'D BY REGISTRAR 2db. REGISTRARS ATURE 

a \) 90 10E7 7 


oate\/ 


3X Nvaung 


S68 6% AON 


TO HOSPITAL OR ATTENDING PHYSICIAN: The !ow requires that the death certificate be executed within 24 haurs after death: Page 4 


eal 


by the funeral director, 


ind 2 should be 


id 


Then pleose remave carbon papers. Pages 


ate has been signed by the attending physician and completely fi 


juld be detached far use as the burial-transit permit. 


DIRECTOR: After this certi 


‘® 


Poge 
the registrar prior ta burial, crematian, ar remaval, and in any event within 72 haurs after death. 


may be retained by the hospital ar attending physician. 


TO FU 


Filed wi 
= 


- MARYLAND STATE DEPARTMENT OF HEA LTH—BALTIMORE, 18 1 17 4 
; Teen CERTIFICATE OF DEATH yy 


y Reg. Dist, No. 
a oe 7 Lone RESIDENCE (Where deceased lived. If institution: Residence before odmission) 
4 °. b. COUN’ 
j -) bya td i 2 24 a 2 
b. CITY OR TOWN (If outside corporate limits. write | ¢. LENGTH OF STAY IN Ib c. CITY OR TO' {I outside corporate fimits, write RURAL and give nearest town) 
RURAL ond give ngarest town) y e x 4 
77 fF Years Agee Fah, 
inn da. NAHE GE Hosta (IF nat GAaspital, give street oddress) d. STREET ADDRESS e. eae 
Home- £. Church St ! East Church Stree ft SEL NOT NO 
iE OF First Middle lost 4. DATE Month Day 
DECEASED. , OF > 
(Type oF print) Havy Washingt. Nusbaum | am /Vovem be 19.5 7 
5. SEX 6. COLOR c RACE 17. MARRIED] NEVER MARRIED O 8. DATE OF BIRTH muaeann ies [iF UNDER 1 YEARTIF UNDER 24 HRS. 
io thoy) Manths| Da: H Min, 
Male. i) hit i winowen fx wore | September / 186k) CF ml” fame = 
100. USUAL ere ions kind 5 work done} 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


during most of working life, even if retired) 


Pr ATO 


(tho ad Mer uS 


7 43. FATHER’ : NAMI! 14. MOTHER'S MAIDEN NAME 


Phiji: 
Cn & Potpsy Nus bavin Sérah nye e- 


renee le A saa ssi Seas 16, SOCIAL SECURITY NO. |17. INFORMANT Address = 
70S-07-796l|_ vs. Helen sae da Cdaughty) Mt hiry 


Tie. ar ‘OF DEATH [Enter onty one cause per line for (0), (b), ond ] (NTERVAL BETWEEN 
PART I. DEATH WAS CAUSED BY, Ra by: ONE Dee are! 
7 MMEDIATE CAUSE (0 “U bind oO ®) 02 YKS 
/ Xx DUE TO 


(©) 


Pasr 1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN tN PART I(a)[19. AS AUTBEY 
yes] no fy 


200, ACCIDENT WAS UNDERLYING 1) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port I or Part tt of item 18.) 
OR CONTRIBUTING (] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED 208, PLACE OF !NJURY (Home, farm, 5 20f. (City or town) (County) (Stote) 
Hour a. n. While Not while foctory, street, office bldg., ec ' 
p.m. 1 fot work 1] ot work J 


21. | cortify pepe the deceased from____/ GSN", wor, ae Z3_1,4%:....hot | lost sow the deceased 
alive on Cn Cn po S, WSL... and that death occurred at. 4 A. se from the causes and on the date stated above. 


SS (Street, city or town, stote) DATE "ar 
se 2a4,. Ltedd... eu 
SIGNATUR 0. ee Ea ce a 41,1457 


PHYSICIAN’ 
Bde 1 Cu/we = . x's 22! gi ge ee eee 
RIAL, Sepia Wi DATE REOF Ne. OF CEME’ 7d. LO ye (City, town, or county) Wy, ot 
av i, f % 
COYNE Gis, INC ROVE V/11 LG 
23. oe /) R': Vf ADORESS i. oh peg sy os ‘Zab. FEGISTRAS wy 
_ hy Ti, _|oht 


WEE. 


Zz 
Q 
5 
3 
& 
fo 
ts) 
=< 
Y 
5 
Py 
= 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs after death: Page 4 
may be retained by the haspii 


NAME (Typel”_Apustin delC MB Byki Lle, Mary: 
rd Tc. NAME OF CEMETERY OR CREMATORY. 2d. LOCATION {Cily, tawn, or cougty) (Stgfe) 
5d iB pacify), me ae p 
ae Pacttcs M-2e-S LM AGERE ALMALA GO VLE AP 
- 23, FUNERAL DIRECTOR'S SIGNATUR! ADDRESS 24a, REC'D BY REGISTRAR Dab /REGISTRAR'S SIGNATURE 
Vs A15 (4) Byg9f) rho - Liebe» oF te) Uf - A357) ; es. 
15M 9755 OZLCZA ixidhota +L OATE 


hoe A Reg. Dist. No. 
3 sy th i] 1, PLACE OF DEATH 4 2. USUAL RESIDENCE (Where deceosed lived. If institution: Residence before admissian) 
Bek } o. COUNTY MARAE. ©. STATE b. COUNTY 
62 7 Carroll Maryland Garrett 
re) 3 b. CITY OR TOWN (If autside corporote limits, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits. write RURAL ond give neorest town} J 
S RURAL ond give nearest town) v : 
ae Sykesville lyr 6days: Swanton 1Xd. 
ae. ec d. NAME OF HOSPITAL (If nat in haspital, give street address) d. STREET ADDRESS iS RESIDENCE 
= i é OR INSTITUTION. ON A FARM? 
25 Springfield State Hospital - ves (]_No 69 
&: as NAME & First Middle Lost 4, DATE Manth iy | tea 
A (Type or print) William Harris O'BRIEN death §=60November 22 157 
2 5. SEX 6, COLOR OR RACE |7. MARRIED] NEVER MARRIED [J | 8. DATE OF BIRTH 9. AGE (in years [IF UNDER 1 YEAR] IF UNDER 24 HRS. 


ar attending physicion. 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
CERTIFICATE OF DEATH 


ii 


od 


Days | Hours Min. 


Igst birthday) 
"elise 


Male White winoweog] —_ovorctoC] | June 8, 1872 


5 
a 
e 
ce, 
* 
& 
g 
2: 
5 
> 
2 
= 
S 
& 
= 
) 
ae) 
= 


DIRECTOR: After 


PHYSICIAN'S, 


> 
© 
a, 
a 3 
& ae 100. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS DR INDUSTRY | 11, BIRTHPLACE (State or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
98 7 during most of working life, even if retired) ay : 
Re Farmer eC fittin Maryland U.S.A. 
re 8 13. FATHER'S NAME A, 14, MOTHER'S MAIDEN NAME 
S38 
itp Daniel O'Brien Mary Pritts 
= é 3 15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16, SOCIAL SECURITY NO. ]17. INFORMANT Address 
a & ca ; {Yes. 90, oF unknown) {It yes, give wor o¢ dotes of service) 
Pes No “2 Springfield State Hospital 
Ege 18. CAUSE OF DEATH [Enter only one couse per line far (0). (b), and (c).} UNTERVAL BETWEEN 
gay PART |, DEATH WAS CAUSED BY: — 
a 2 IMMEDIATE CAUSE (a) Acute coronary insuff iciency Hours 
S € 3 ¥y. oO DUE TO 
see Conditions, if ony, which »__Arterlosclerotic heart disease Years 
gés DUE TO 
5s 
2? «Generalized arteriosclerosis | Years _ 
= a 
3 s — 3 Pant Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{a) | 19. pearcRcie 
= e 
3 3 3|_C.B.S.associated with cird.dist.with cerebra] arteriosclerosis,with ves LE] No fq 
me = | 200. ACCIDENT WAS UNDERLYING (| 20b. DESCRIBE HOW INIDRY ECHR tet HOFONe at-infoFy Mh Port tor Part Il of item 1B.) 2 
825 | airentren, NOTIFY MEDICAL EXAMINER) 
oZs o . 
= 5 G [20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED [20e. PLACE OF INJURY (Home, farm, | 20f. (City ar town) (County) (Stote) 
SUES 8 Hour oo. m, While Not while foctory, street, office bldg., etc.) } 
2765 = p.m. lat work [] at work 
o 
3 
a 
2 
a 
3 
a 
5 
SS 
4 
‘oD 
e 
© 
= 


¥°A Avan 


iS6t 93 AON , a 
i if 

| a) 

SAIS q 


MARYLAND STATE DEPARTMENT OF HEALTH—-BALTIMORE, 18 
Va Ad CERTIFICATE OF DEATH 


= 


Reg. Dist. No. 


1, PLACE OF DEATH 
o. COUNTY 


2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
° SIE Maryland bcouty Allegany 


«. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 


Carroll MARYLAND 
b. CITY OR TOWN (IF outide corporote limits, write | ¢. LENGTH OF STAY IN Ib 


by the funeral director, 


s 7 and 2 should et 
= 
= 


PHYSICIAN'S 


NAME frm Wel tier He oe M.D. Sykesville, Maryland 


'e. 


~ 
° 
oD 
° 
2 
“i 
3 RURAL ond give gegrest town) 
3 Sykesville 19 days Lonaconing x2. 
2 d. Qpinsttongn (If not in hospital, give street oddress) d. STREET ADDRESS. e. 5 Seger 
= i 
: / migtiela State Hospital - yes (] NO 
3 4 oF 
2 3. NAMI Fint Middle lon! 4. DATE Manth Oc Year, 
EAS = 
ES Ss es A. William Hugh ORR Sam November 27, 4657 
aes 
= =o 5. SEX 6. COLOR OR RACE [7. MARRIED L] NEVER MARRIED [2] 8. DATE OF BIRTH 9 AGE {ln on IF UNDER 1 YEAR| IF UNDER 24 HRS, 
ee iF Me. 
Ess Male White —|wiowet] _ovorceo tj | November 25, 1885 “7am. [Mom] Por | Hove] Min 
= Lee 
2 fk: ¥Wo. USUAL OCCUPATION (Give kind of work done] 1b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
ao 3 83 / during most of working life, even if retired) M Land U.S.A 
a: me - Unk. ary Soke 
g 8 23 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
5 
Seats ey Hugh Orr: Isabel McFarland 
= & é I 1, WAS DECEASED EVER IN U. S- ARMED FORCES? [I6. SOCIAL SECURITY NO. ]17. INFORMANT ‘Address 
ae es, 10 unknown) {it yer, give wer or dates service 
8 p ; S470 No - frFbde- . Springfield Hospital Records 
3 £8 2 1B. CAUSE OF DEATH [Enter anly ane couse per line for (0), (b). ond (c).] INTERVAL BETWEEN 
3 265 PART J, DEATH W, ; 
2 bee pale EAT MBIA Chus jo,__Lobar pneumonia Days 
3 ee : j , OUE TO 
= Be > Conditions, if ony, which rm Malnutrition Unknown 
3 BES gove rite to immediote 
38 ges covte (0), stoting the under. ( OVE TO 
gs 2 5 3 lying cavse lost. {c) 
225 — 3 fast II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART H(o}]19. WAS AUTOPSY 
oeees © 2|5| S-B.S.associated with cerebral arteriosclerosis. SEF Not] 
eee te y 
Fotss © [20c. ACCIDENT WAS UNDERLYING []__|20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part | or Port Il of item 1B.) 
Hs aos & | OR CONTRIBUTING C] CAUSE OF DEATH 
<eees & | (UE EITHER, NOTIFY MEDICAL EXAMINER) 
ofe=e 2 
g oees & [8c TIME OF INJURY Month, Doy, Yeor [20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f. (Cily ar town) (County) (Stote) 
Esle3 5 be vp [While Not white foctory, street, office bldg., etc.) | ‘ 
apeys = P. jot work [] ot work [] : 
g $2 5 20. cae that | attended the deceased fram November 8, , 19. nes, toNovember 27, 19. D1 that ' last saw the deceased 
a oe. 
3 = “4 3 is alive on November 26,_ ee 2 Di, and that death accurred at_ 4M, fram the causes and on the date stated abave. 
5 = 6 3 SG , Me Us ADDRESS (Street, city or town, stote) DATE SIGNED 
siese retin Wathen Hf. TE, wo... Springfield State Hospital 11/27/57 
oe Ot ee ae ee eee ee 
2ols, 
<5 2 
ee z 
as “a > Tic. NAME OF CEMETERY OR CREMATORY Tid. LOCATION (City, town, or county) (State 
S255 Py, 7 / ‘ $ 
Aabys L354 Lene tne Y BED Leesa Lag - 
- 23. FUNERAL ae TOR'S SIGNATURE ; YDDRESS =% 2ho. REC'DBY REGISTRAR | 24b. Nah ap SIGNATURE 
v , 

1 


| Paha Spence yer Beritetdning, bal df) 27 WA AEG 


la 


ry 
= 
4 
& 


3A Nvaung 


$6 63 AOh 
e 
Danson 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
CERTIFICATE OF DEATH 11751 


1 


ys (AS Reg. Dist. No. 
=z LW Arete 2. Ste gdh (Where deceased lived. If institution: Residence before admission) 
°. °. 
3 Cw) Carroll MARYLAND Maryland oe 
iz ee oy iy RURAL end ree, berets Timi c. LENGTH OF STAY IN 1b ¢. CITY OR TOWN ub outside corporote limits, 2a ame ‘and give nearest town) Y 
é2 Henryton 2,089 days Baltimore IV elu 
a 2 d. SER itioneak (If not in hospitol, give street oddress) d. STREET ADDRESS e. PR 
BS Henryton State Hospital 858 Vine Street yes] Nom 
é: SIRF Fiew Middle tow 4. DATE Month Doy Year 
(ype or print) Anderson dames Pearson | °*™ November 1957 


5. SEX 6. COLOR OR RACE 


7, MARRIEO (] NEVER MARRIEO I] }. DATE OF BIRTH AGE (In yeors [IF UNDER 1 YEAR) IF UNDER 24 HRS. 


lost birthdoy) Hours Min. 


ONSET ANO OEATH 
PART |. DEATH MPSIAteeaust (op _Cardio-vascular Insufficiency _ 


3 

Qo 

2 

é Male Negro _|wivowoQ) _owvorceo | December 25, 1917{ 0 ». 

a a“ 100. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY} 11. BIRTHPLACE (Stote or foreign country} 12, CITIZEN OF WHAT COUNTRY? 
g ce during most of working life, even if retired) 

€ rf ! Laborer Stevedore Hamlet, Ne C. USA 

a 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 

So 

¢ He Pearson Lucille Miles 

z 15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. | 17. INFORMANT Address 

& (Yes. no. oF unknown) Lit yer, give wor or dates of tervice) 2 . 

I|_ Yes WeWe IT 227-03-2032 Anderson J. Pearson - Patient 

8 18. CAUSE OF DEATH [Enter only one couse per line for (0). (b). ond (c)-] INTERVAL BETWEEN. 
a 

$ 

é 


DIRECTOR: After this certificate hos been signed by the attending physician and campletely fi 


DUE TO 
= Conditions, if any. shiek w Far Advanced bilateral cavitary pulmonary Thc. 
Gove rite 10 immediote 
: DUE TO 
5 ‘conen’ to) iteting nei undar® 
ees tying couse lost. «_Bronchial Asthma 
Bes = 
= © S Pant Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Io) | 19. Bile BN Sabah 
aes f - 
oe { 
£33 5 vs] Nog 
ook % [200. ACCIDENT WAS UNDERLYING C]__]20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port t or Port Il of item 18) 
3S 3 o OR CONTRIBUTING (] CAUSE OF DEATH 
Eos iS |(F EITHER, NOTIFY MEDICAL EXAMINER) 
358 & [2c TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) {Stote) 
(pete d ry Hour 0. m. While Not while foctory, street, office bldg., etc.) } 
2 2 p.m. Z 19 lot work (J of work H 
6 
= 21. 4 certify thot | ottended the deceased from February 1, 1952_, tollovember 3, 1957 ,that I lost sow the deceosed 
< alive november 3. e wS7 ond that deoth occurred ott LOP Mm, from the couses ond on the dote stated above. 
3 ¢ } ADDRESS (Street, city or town, stote) DATE SIGNED 
33 ACTUAL a AA, LAD ue tt 
8 l SIGNATURI d 2 mo. ... ent 
»v 
cree) PHYSICIAN'S 
eo NAME (tye) EGgars M. Maculans, Me De3 Supt. 


4 
Ky 
fs 
3 
& 
£ 
3 
£ 
e 
Rg 
© 
= 
: 
re 
: 
e 
eS 
€ 
5 
Si 
z 
eo 
g 
6 
is 
£ 
cy 
et 
2 
; 
Go 
3 
ce 
3B 
2 
5 
+m 
a 
5 
z 
‘b 
2 
2 
= 


Wo. BURIAL. Cepecty ‘ib, DATE THEREOF Re. i OF ce WpTERY ‘OR CREMATORY 7 ‘22d. AQLATION (City,town, or county) (Stote) 
REMOVAL (Speci : y p 
L pied. £0 (¢57| 480 + (ernitee, | fra MV 
Rs a a SIGNATURE WR Let re] Diol REC'D BY REGISTRAR | 24b, REGISTRARS SIGNATURE 
3 eA 
Eas Dacku Pirticg, Mitsecked CE oat 11-5-5) ithe LLC anata ie 


€ 


2 
= 
° 
ins 


& 
& 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires thot the death certificate be executed within 24 hours offer death: Poge 4 


AL OR ATTENDING PHYSICIAN: The low requires thot the deoth certificote be executed within 24 hours ofter death: Poge 4 


< TO HOSPIT, 


1 . f MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
CERTIFICATE OF DEATH . 11a ye 


Cae oN pt f4 fy 
B% M \ fi. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If instituion: Residence before edmission) 
3 } 8. ; 9 b. COUNTY, 
if ] MARYLAND 
A. ps RR ALS MARY LAN £RR Ob bk 
Bo b. CITY O TOWN (i evhide corporate limits, write Te. ¢. CITY OR TOWN (If outide corporote limits, write RURAL ond give nearest town) 
54 RURAL ond give nep ‘ Fol 
$2 BR/D&E xX 
2 2. d. SR iNsyin pect (If not in hospitol, give street oddress) d. STREET ADDRESS: e BNE ennces 
<5 OD UTION f - 
Ae A4 = AEN! ST ves] NOB 
3 3. NAME OF Fint Middle PRY ‘4. DATE Month Doy Yeor 
DECEASED 
3 (Type or print) sESTER R DEATH Ly. 
> 
oo 5. SEX 6. aay OR RACE | 7. 8. DATE OF &EY 9. AGE (In years iF UNDER L YEAR| IF UNDER 24 HRS. 
é 7) MARRIED Dawa MARRIED [7] a fee) a 
wibowen [] ovorcent) | OCT 2 - AGES Se a: 


10a. TsuAt (a (Gi Ww of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


l during mae Pee even if retired) Taw CLE, Va D7 LAND if 


13. FATHER'S CEE 14, MOTHER'S MAIDEN NAME 


WILLIALD Ht PERRY AMELIA HUNTER 


pas DES I GS aa : 
° NO 4/9-05- YA NEVA Ce Pi Nah BRIDGE Mb 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b). ond (c).] ONSEN a 


t within 72 hours ofter death. 


Then please remove corbon papers. 


= 
> 
. 
s 
a 
E 
‘3 
o 
vo 
Hy 
5 
© 
§ 
‘g 
ES 
2 
a 
oD 
s 
2 
5 
= PART I, DEATH WAS CAUSED BY: * si 
Sa TANT ATES ey ___ Coronary Occlusion 
\ , 
cS \ f DUE TO 
ae I if hich 
= } 1s, iF ony, whi b 
BENS gave rise to immediote eae 
gas co¥se (0), stating the under. ( OVE TO 
c4eD lying couse lost. ©). 
See 
SBS° 4 Part Hl. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)]19. WAS AUTOPSY 
SHES Q << eo: = PERFORMED? 
> =o - PI 
Euss < ves] no[) 
a9.29 3] 
aces = | 200. ACCIDENT WAS UNDERLYING C]_[20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 1B.) 
aes & | OR CONTRIBUTING LJ CAUSE OF DEATH 
e325 © | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
SESS & [20c. TIME OF INSURY Month, Doy, Yeor | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, fer 1 20F. (City oF town) (County) (Stote) 
o. ge 3 Hour 0. m. wile Not An foctory, street, office bldg., etc. ui 
—_=? jot worl De worl 
Ae = p.m. 
By,oe " ay = = 
Siva 21. | certify thot | ottended the deceosed from. can 23 927, te 44 PS, 192d. that | lost saw the deceased 
BA! " 
ia = 3 = es ti ce eh occurred at_’ S M, from the causes ond on the date stated above. 
= Oss ee (Street, city or town, stote) DATE SIGNED 
ros 
So. ~ AL a 
pEss y | |sIgNatuR a etl / bUW A 
£aRe f 
Soa? 5 PHYSICIAN'S 4 TH. Leer Union Bridge, Maryland 
ae > Tro. BURIAL CREMATION, 7b. DATE THEREOF Zac. NAME OF Te OR oe 72d, LOCATION (City, town, or count Stote) 
~S3f y) ( 
S 
re 12 L LZ 3 nN RIDPGz 4 
ie ie ane BY = GISTRAR | 2db. REGISTRAR'S SIGNATURE D 
2 7; 
5 ALS (4) ( Bate 193 G 
5M 9755 x 1D Weadaee AAA oA [\ASEIg 


BAL 


Dy 
BNO 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 11 
A CERTIFICATE OF DEATH 


1 


Reg. Dist. No. 


aor 


~~, 2 

a s "® 1. PLACE OF DEATH 2. USUAL RESIDENCE {Where deceoted lived. if institution Residence before admission) / 
e 2 @. COUNTY c 1r Wao 0. STATE M. and b. COUNTY v 
aa 3 arro aryian Baltimore 

£. Be b. CITY OR TOWN (If outside corporate limits, write | ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest town) 

8 ss RURAL and give nearest town} i ~ 

2 32 esville 6yrs.llmos.7days Reisterstown oF a 

2 = £ d. NAME OF HOSPITAL (If nat in hospital, give street address) d. STREET ADDRESS. . 1S RESIDENCE 

S$ £5 IS OR INSTITUTION in St ON A FARM? 
os | Springfield State Hospital 330 Main St. ves) NOD 
3 é: 3. NAME OF Fint Middle tot 4 DATE Month Day Yeor 

Se 5 {Type or print) Mary Miller PURDY beatn November 29, 1957 

2 

= 3 5. SEX 6. COLOR OR RACE |7. MARRIED [] NEVER MARRIED PX} | 8. DATE OF BIRTH % AGE te year IF UNDER # YEAR| IF UNDER 24 HES, 
4 axl birthdoy! Month: De He Mi 

i " Female White  |wiownQ ovorceoQ] | July 9, 1874 BF petted I came 

2 WA Oo. USUAL OCCUPATION (Give kind of work done! 10b. KIND OF 8USINESS OR INDUSTRY |11. SIRTHPLACE {Stole ar foreign cauntry) 12, CITIZEN OF WHAT COUNTRY? 
2 o 8 t during most af working even if retired} 

reece | Tiner A, Maryland U.S.A. 
3 a ¥3. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
5 

eas John Jacob Purdy Mary Catherine Hare 

= 8 18. WAS DECEASED EVER IN U. 5. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 

= 5 F¥es, 0. oF unknown), Uf yes, give war or dates of service) VY. 

aie No - Springfield Hospital Records 

* aot 2 EE ae ie SE 

2 g 18. CAUSE OF DEATH [Enter onty one cause per line for (0), (b). and (c}-] INTERVAL BETWEEN 

7° . PART 1. DEATH WAS CAUSED BY: Gi rr bral hem ha au t rten ii page elk as 

2 E aZhy IMMEDIATE CAUSE (a! ere Orr. ie to hype sion 

3 = . DUE TO 

= Conditions, if ony, which (by 

é gove rise ta immediote 

oe cause (a), stating Ihe under. ( OVE TO 

tying Jost. {e} 


ra Parr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION [GIVEN IN PART 1(0)|19. WAS AUTOPSY 

%| Psychosis with cerebral arteriosclerosis & diabetes aE 0; = ves] NOC 
# |200. ACCIDENT WAS UNDERLYING []__] 206. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Part Il of item 18.) 

& | OR CONTRIBUTING (1 CAUSE OF DEATH 

& |{IF EITHER, NOTIFY MEDICAL EXAMINER) 

= ————_— 

G [20c. TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED ‘We. PLACE OF INJURY (Home, form, 1 20. {City of town) {County} {State} 
Fat Haur 0. m. While Not while factory, street, office bidg., etc.} 

= Pam. 19 lot work [] ot work O) H 


21. | certify that | attended the deceased fram.__ December _22,19.50., to Movember 29, 19.57.,that | lost saw the deceased 


olive on. November 28, __, 19 ABT 2, and that death occurred ot L2sh5Am, from the causes ond an the date stated abave. 
ADDRESS (Street, city or town, state) DATE SIGNED 


EE ee ee 


220. BURIAL, CREMATION, | 22b. DATE THEREOF ee NAME OF CEMETERY, OR Sue 72d. LOCATION {City. town, Of State} (j 

5 Ep & a ee = y Cb tind 
= Fs 

2 a THIECTORS OATORE ADDRESS —y-—— 9 Zao. REC'D BY REGISTRAR | 24b. REGISTRARS SIGNATURE 

SAIS) ID) q pz i 4 lon /Z- 3-57 | “as Z 

15M 9/35 ts pA 


DIRECTOR: After this certificate has been signed by the attending physician and completely 


fould be detached for use as the burial-transit permit. 
the registrar priar ta burial, cremation, ar remaval, and in any event within 72 haurs oft, 


Nameines) Walther H. Sonnenfeldt, M.D. 


bestetained by the hospital ar attending physician. 


may 


< TO HOSPITAL OR ATTENDING PHYSICIAN: The law requi 


A Nvaund 


Warsaatl 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 11754 


a 749 CERTIFICATE OF DEATH an. 
3 ¥ , 2. USUAL RESIDENCE (Where deceated lived. If inatitolion: Residence before odmit y 
iw °. 
$3 M MARYLAND Maryland see v 
Ps e b. CITY OR TOWN (if outside corporate limits, write €. CITY OR TOWN (IF outside corporate limits, write RURAL ond give nearest town) 
3 RURAL ond give nearest town} Baltd 4 
2 3 ‘2. Imo imore C: ‘A 2 sia 
238 - | d. NAME OP HOSPITAL {if not in hospitol, give street ae d. STREET ADDRESS . 15 RESIDENCE 
med OR INSTITUTION ON A FARM? 
zs 2 yes] notQ 
2 
6 3. NAME OF First Middl to 4 pare Y. 
6: DECEASED - os 4 nee Poy a 
‘ (ype or print) rare EDD DeaTH Soyeuse 19 
2 


5. SEX 6. COLOR on RACE |7. MARRIED [7] NEVER MARRIED C}® DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
last bi iat Months] Days Min. 
1) wipowep [[] oworceol] | October 1880 yn. 
100. USUAL OCCUPATION (Give kind of ‘work done] 10b, KIND OF BUSINESS OR INDUSTRY] 11, BIRTHPLACE (State or foreign a 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 
Aj Examiner of garments Stadium Clothing Works Maryland USA 


13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


B. Henry Repp Elizabeth Amend 


1$. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
(Yes, no. or unknown) {IF yes, give wor or dates of service} 
2-03-8701 Springfield hospital records 


V8. CAUSE OF DEATH [Enter only one couse per line for (0), (b). ond (c)-] 


if a 
ania Nt teria Bronchopneumonia 


Ye DUE To 
Conditions, if any, which if 
gove rise 10 immediate 
couse (a), sloting the under. ( OVE TO 
lying couse last. {eh 

Pant Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Va) ]19. WAS AUTOPSY 


BS, as i ui disturb PERFORMED? 
C. BS pSSOCe, W cirey atory disturbance, with cerebral arteriosclerosis,| yore Noo 


20a. ACCIDENT WAS UNDERLYING a2 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part I or Part Il of item 18.) 
OR CONTRIBUTING [] CAUSE OF 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


ee 
20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, form, | 20F. (City or town) (County) (State) 
Hour a. 1. While. Not while factory, street, office bldg., etc.) | 
p.m. 19 Jot work [7] of work 1) : 


21. | certify that | attended the deceased from... January. 13 1956._, to. Nowember ty .. 19.57.,that | last saw the deceased 
alive on____. November _3,__, TB and that death occurred at. 53.35_AM, from the causes and on the date pes above. 


G1 3 — (Sireet, cigy gr town, stot 
ACTUAL oF } WE 
SIGNA' PALE AMT AAO wo. TOA Os ba 


INTERVAL BETWEEN 
ONSET AND DEATH 


Then please remave carbon popers. 


the registrar prior to burial, cremation, or remaval, and in ony event within 72 haurs ofter a8) 


Arteriosclerotic heart disease 


MEDICAL CERTIFICATION: 


ed by the hospital ar attending physician. 
DIRECTOR: After this certificate hos been signed by the attending physician and completely fi 


juld be detoched for use as the burial-transit permit. 


muscans } J, 4 ff “i 


< TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the deoth certificate be executed within 24 haurs after death: Page 4 


e NAME (rype)_ [LAA DO LALA] DAMMAM NA Xt AT. 2 Ath 
3 2 ‘Za. BURIAL, CREMATION, | 22b. DATE THEREOF ZeNAME OF CEMETERY OR CREMATORY 72d. LOCATION (City, town, or county)” (Stote) 
Pe REMOVAL Specify) 
E58 Burjia No 6 ] Ba more emetery Ba more ld 
~ 23, FUNERAL DIRECTOR'S SIGNATURE ADDRESS. 24a. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
" el SONS. ING. e Md. eo 7 
Vals ia) ys HENRY SANDER & SONS.INC. Baltimore Md vate f- 5 fet te Me 


$ °A NVIUNG 
Gt 9, “AON 
raf 


}} 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


CM 11749 CERTIFICATE OF DEATH 11755 


Reg. Dist. Neo. 


—_s 
dit D 


Be 1. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived. If institution, fesidence before odmision) 
& SCO y, b. COUNTY 
6 7 kL LAL ACRETEA 
B. CITY OR TOWN outside corporate ime write | c. LENGTH OF STAY IN Ib SHY OR TOW (if outside corporate limits, write RURAL and give nearest tawn) 
URAL ond give nearest tow . 
FL, — LAA A sNihtad beidediggeal fin 


HOSPITAL (If not in haspitol, give sireel oddren) 


: Oe NSTITUtN 1S RESIDENCE 
Op 


eH Oa 


by the funeral di 


: DettaseD SP eare Month Doy Yeor 
(Type or print) Beary Lf4D # “ Sta ws Z 
PATE OF BIRTH 9. AGE (In yeors [IFUNDER 1 YEAR) IF UNDER 24 HRS, 
YF las! bi cel Min. 


bile 2G, 


x 
THD Fes OF es ‘OR I aie CE (stote oF foreign country) 12. CITIZEN OF WHAT COUNTRY? 
h2n2: 222 Eh tePagae Vi W-Sif- 
he ars eae eat ; 
il ae 2H, pf te CA * LA Lhe 


Les ee of pba eve if retired) 


¢ death. 


te be executed within 24 haurs after death. Page 4 


o 

ad 1S. WAS DECEASED EVER IN U, S. ARMED FORCES? |16. SOCIAL SECURITY NO. Address 

= T¥es, no, oF unknown) Uf yes, give wor or dates of service) 2s ’ . 

¥ Si Ee th ee ae FC ees Fe Dk, ti Lhithlegal, lurdal Lizdatster ia. 
3 18. CAUSE OF DEATH | [is CAUSE OF DEATH [Enter only one couse per ling for (0). (0) ond (.) ‘anly one couse per line for (0). (b} ond ay enue BETWEEN 
7 PARI 1, DEATH WAS CAUSED BY: eae Lecil 
2 IMMEDIATE CAUSE (0) 

= x DUE TO 

2 

cS Conditions, if ony, which " 

3 gove cise 10 immedicte 

3 ca¥se (a), stating the under- ( CUETO 

5 lying couse lost. ‘a 

3 ct I. OTHER at. CONDITIONS CONTRIBUTING 10 DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o}[19. WAS AUTOPSY 
ri on4estive Cay ube Yeo] no 
Fo 


200. ACCIDENT WAS UNDERLYING [] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Part Il of item 18.) 
OR CONTRIBUTING [} CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Dey, Year | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, farm, tes {City of town) (County) (State) 
Hour a. m, While Not while foctory, street, office bldg., etc.) 
p.m. Ww lat work [1] ot work [J 


21. | certify that | attended the deceased fram. Faden. ee h195'C, MAZE 19.5 Z.that | last saw the deceased 
ative on__. EM Ven Le a, wSZ_., and that death accurred at XL25A_M, from the causes and an the date stated above. 


1k p igure city or tawn, stote) - Mpg Yeo 


Zz 
Q 
= 
y 
= 
5 
& 
Vv 
5 
< 
y 
a 
2 
= 


After this certificate has been signed by the attending physician and campletely fille! 
id be detached far use as the burial-transit permit. Then please remave carban papers. Pages land 2 shauld be file 


ACTUAL 
SIGNATURI 


DIRECTOR: 


PHYSICIAN'S 
Ee ee Ss 2 eee eee ees! 


20. sehovat‘srestn ‘Zb. DATE THEREOF Zc. NAME OF CEMETERY. Srey iy. Ve LOCATION (City, town, or county) = {Stote) 
specify) 
Ad 4) Lh z, Pao UEP Lehn Zed - 
3. [pba DIRECTOR'S SIGNATURE Frise. REC’ Hs by Cleat ‘24. REGISTRAR'S SIGNATURE 
SAIS (4! z 2 , ea 7/4 
i) pe. cs 2 pate //-Kr =, x {— (JUd& 


e 


page 3 
the registrar priar ta burial, crematian, ar remaval, and in any event within 72 hi 


may be retained by the hospital ar attending physician. 


< TO HOSPITAL OR ATTENDING PHYSICIAN: 
TO FUN! 


g 


___ MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
11750 MEDICAL EXAMINER'S CERTIFICATE OF DEATH 1175 Yy 
ision) 5 


FOR STATE Reg. Dist. No. 7/7 
HEALTH DEPT. [- PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If Inslifulion: Residence before odm 
ete °. ©. STATE b. COUNTY 
Hl 3.2 s Carroll : MARYLAND Maryland BaltoCity 
a frat 2 (ms \ b, city. os ere, corporote fimits, write RURAL cc. LENGTH OF STAY IN tb c. CITY OR TOWN (If outside corporote limits, wrile RURAL ond give neores! town) 
om ae 
.. , i Vv 
5 33% Sykesville 2yrs.lmos.16dpys _ Baltimore MOl- bs 
gs 5 g d. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give street oddress) d. STREET ADDRESS ik Is RESIDENCE 
228 5 
age. ‘s Springfield State Hospital _ ; _||_3310 W. Elm Ave, YES ED NO 
i} £3 3, NAME or First Middle Lost 4, cae Month Doy Year 
Pe a) 
Rise. Marthe Alice Shearer ROBERTSON death ~=November 25, 19 57 __ 
bo eS 6. COLOR OR RACE |7- MARRIED [[] NEVER MARRIED (_]| 8. DATE OF BIRTH AGE tc reon[IFUNDER 1YEAR] IF UNDER 24 HRS._ 
a 2 § wioowep} _—ovorcto EE | March 10, 1870 ee ea ee | 
3 ore es a 10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Slote or foreign country) h2. CITIZEN OF WHAT COUNTRY? 
a EN ; durin Xi working life, even if retired) wil. Maryland 64.4 
Eee oc sewlfe rylan Boks 
crs 3 113, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 4 = 
obo 8F 
geeks \ VanBuren Shearer Cecelia - 
me £2 t 15. WAS DECEASED EVER IN U, S. ARMED FORCES? [16. SOCIAL SECURITY NO. [17. INFORMANT i. ; Address os 
ZSE vy | Hi 90. e» eohggnn Raia rk PRES 
ra? Ne |": G#/2. | Springfield Hospital Records i. 
7 obs 18. ~ i Po ee par ling for (0). (b). ond (¢).] =e 7. =" * See Re 
ART I. ry 
Beer z IMMEDIATE CAUSE (o) __ SUD=dural hematoma Ps _|_ 2 daya 
geeks df 36.7 bin 
tages Conditions, it ony, which) Bilateral pneumonia Days 
BRo ae gove rise to immediote coure = ‘oie = = 
Besa 3 (0), soting the underlying( OUE TO 
Oo. £O¢g couse fost, (o Es =. 
Smee 6 eos = a 
Le os ART t1, OTHER SIGNIFICANT CONDITIONS, CONTRIBUTIN: TO DEATH B| T NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART No)}t?. WAS AUTOPSY 
spon y gs é C.B.8vassoc.with ¢ re.dist.with cerebral arteriosclerosis wit eee 
= Sos e sycho o rea oO : 4 eu 
ergy ® £ [700, EXTERNAL CAUSE Was 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Part Il of item 18, 
pote & | PRIMARY Wor CONTRIBUTING 20 L 
2 922 § | CAUSE OF DEATH. Patient found lying on floor by her beds 
‘ES _ 2 = a 4 —< = —_ = = = 
e a ga _ 3 |a0c. TIME OF INJURY Month, Doy, Yeor _ ]20d. INJURY OCCURRED [20c. PLACE OF INJURY (Home, form, 120. (City or town) (County) (Stote) 
Page. 6 |8| ote ME 12/25/,, ST este] Hoomitel 
Zee Pa = p.m. worl ot worl p 
25 oem 21. I certify that | took chorge of the remains described obove, held an Autopsy ], Inspection FE], Inquiry KR], and in my 
as ess 5 lesulted from: Notural causes [[], Accident \f§, Suicide (1, Homicide], Undetermined monner [] 
<2 al IGNED 
2 ges mp, CHIEF MEDICAL EXAMINER [7] Haji" 
s a 0. 
ewe ~ ol ASSISTANT MEDICAL EXAMINER [] 6 
7: James T, Marsh, M.D, DEPUTY MEDICAL EXAMINER IC] 11/26/57 
Riegs [770 BURIAL CREMATION, [2%b. DATE THEREOF «4/2 ik CHE ) town, or county) 
Shot EMOVAL (Specify) 
otto (2-3-5 7 
= oF pOIPECTOR’S, SIGNATURE « Jt 
VS. AISME A . 
6M 2/57 ‘ Stepp 


ond 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 1 1 F 57 
47'703 CERTIFICATE OF DEATH 


Reg. Dist. No. 


se 

Hp 1 MSS Bry DEATH 2, USUAL RESIDENCE (Whore deceased fived. finstitlion: Residence before edmision) 

29 £ b. COUNTY 

se ig okZ ic Mp> TELE beO 

“cen b. tas Ze TOWN {WTounide corporate init, write [@ LENGTH OF STAY IN Tb ¢. CITY OR TOWN {if outside corporote limits, write RURAL ond give ‘nearest town) 

52 LE and Tepe aearest rie 

ie BS IRS. 22 

ee 2 d. pa on res Lue at in Sz aie street oddress} oe eal ADDRESS e. s REPEC 

aS es Z (TAZOULEZLPAAID US ZO MIO /7 PVE) SO nog 
< ee 

S: 3 Soa Middie 4. DATE Month Dey Yeor 

e DeCtASeD OF / 
7 (ype or prin Mii Fe0O  \ tm VO An 
Oo 
2 


5. SEK 6. COLOR be RACE [7. ei NEVER MARRIED [2-7®. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
= los! birthday) Min. 
EMAL FZa|wioowen E] —_—vivorceo Fi SS an: Sm: 


y] 10a. USUAL OCCUPATION {¢ ive en of work done| 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or foreign say 12, CITIZEN OF WHAT COUNTRY? 


| Wy of tes even if retired) cs CARLO aor MG, GSG@ 


14, MOTHER'S MAIDEN NAME’ 

D ZUM? Ce. MORE/¢ ie 
Oa 330 Sal INFORMANT ‘Address 

2IZ 36 TMS ELIF EL R00 MEY THUNLIZO, Le 


1B. CAUSE OF DEATH [Enter only one couse per line for (0), (f INTERVAT BETWEEN 
PART |. DEATH WAS CAUSED BY: DESI eel 
QR) IMMEDIATE CAUSE (0 
§ DUE TO 


Conditions, if ony, which " 
gove rise to immediate 
cose (a), stoting the under. ( OVE TO 
lying couse lost. 


Past fl. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH SUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(a)] 19. wee erty 


YES o No hee 


breag 
( 


NG 
aN 
NS 
aN 
ay 
S 


¥ as pret tee IN U. S. ARMED FORCES’ 
UE yes, give wor oF dates of service) 
— 


thot the deoth certificote be executed within 24 hours ofter deoth. Poge 4 
Then please remave corban popers. 


jires 


Theta yeciu 


200. ACCIDENT WAS UNDERLYING oa 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port II of item 18.) 
OR CONTRIBUTING [J CAUSE OF DEA’ 
(IF ETHER, NOTIFY MEDICAL EXAMINER), 


}20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED —_[20e. PLACE OF INJURY |Home, form, | 20f. (City or town) (County) {Stote) 
Hour o. m. While Not while foctory, street, office bldg., etc.) | 
p.m. Jat work [[] ot work = ’ 


21. | certify that | attended the rat a Ae ae, 199.29 ta ir aos Hy 95% at | last saw the deceased 


H that death accurred a Re fram the causes ghd an the date stated abave. 
DRESS (Street, city or town: state) x SIGNED 


After this certificate has been signed by the ottending physician ond campletely fille 
MEDICAL CERTIFICATION. 


IRECTOR: 
id be detached for use os the burial-tronsit permit. 


the registror priar ta burial, cremotion, ar remaval, ond in any event within 72 hours ofter death. 


mee Dr C © e 2. S¢.\\ Ken » \_ Woe 


¢ 


be retained by the hospitol or ottending physician. 


OSPITAL OR ATTENDING PHYSICIAN: 


Ld vd 2a. Rae 2b. ay THEREOF Zc. NAME OF CEMETERY OF Cretematory SOT 22d. LOCATION {City, town, or county) (State) 
2258 REMQ pacify) Dp 
aree OYE LE LEE 1. N20, NEWWIM DCO LUA 
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TO DEPUTY MEDICAL EXAMINER: This certificate should be executed within 24 haurs after death. 
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5M 9/55 J 


_ , MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 1 1758 
11751 MEDICAL EXAMINER'S CERTIFICATE OF DEATH |” 


PLACE Of DEATH 2, USUAL RES! (Wherp deceased, lived. If Institution: Residence before odmissjén) 
x co. COUNTY 
MARYLAND 


a. state 4 /) Yitdf  ». COUNTY 


b. CITY OR TOWN (If outside Ve Be write RURAL c. y a Ll IN 1b «. CITY OR TOWN oyhide corporate li it, weite RURAL and aoe neorest ie 


‘ond. give nearest B51 - 
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fe fib St Be defor Pel i i. Ye. 3 Lit iMgerraft hive a ciel NOt 


3. NAME OF Ao, 4. La Manth 
ess 7 Gs Wy ste th Ao or Bs en pe ie 7 
{Type ar print) MAAR by WV TH (mn 
5. SEX 6. COLOR OR RACE |?. MARRIED SY NEVER MARKIED []]8. DATE OF BIRTH 9. AGE ae IF UNDER 24 HRS. 
} yale widowed] —pivorceo —-f5-/; GG va [Hote] [He | ee 
55 § 
PLACE (Sipte or fareign country) I2-CITIZEN OF WHAT COUNTRY? 


| of oth done} 10b. KIND OF BUSINESS OR IN! RY {11 


oa ? 2 Hn ih A» 


¢ AV] 3 
13. FATHER'S calf Vy lity GL; tie 14, NEY be oP Fette/ 


us WAS peSEAveD EVER IN U. S. ARMED FORCES? |16. BZ SECURITY NO. q° INFORMANT Criold 
os fel At tortla 


(Yes, po, oF uni {If yes, give wor or dates of vervice) 


aire 


18. CAUSE OF DEATH [Enter only one covie per line for re (b), ond oe a IatenvaL vert 
PART 1. DEATH WAS CAUSED BY: yl iplel, Vy £ bake 
IMMEDIATE CAUSE (a) LULL UL 
A : DUE TO 


Canditions, if eny, which 
gove rise ta immediate cove 

{o}, stating the underlying( OUETO 
cause last. last. aa F -(c} 


Zz RT oa Pes ONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINA) DISEASE CONDITION GIVEN IN PART,1(0)]19. WAS AUTOPSY 
BIE BY PA Cop Lbek 22 CLE Web toto Wit debate Tao hth 
3 {vs & no 
© foo, EXTERNAL CAUSE WAS RIBE HOW JNIURY OCEURREP, (Ener nature of niuy ‘or Part Il pf fjom %,) 
& | PRIMARY CJ ar CONTRIBUTING LO) ed GLE CPA (2d 
$5 | CAUSE OF DEATH. ier: debs “Ady, Rds tes: aw, . 
& [foc Time OF INJURY Month, Day, Year] 200” INJURY rOceURReS, 20s. PLACE OF INJURY (Home, rm, T20F. (City or town) (County) (rate) 
3 Hour ; While Not while’ ry ee p 5 
2 am (0 ~ dle S7 ane ry Mecl bal Ch raeeapes ? Yb SG iGoriles bag 
21. L certify thot 1 took chorge of the remoins described‘ obovef held on*Autopsy meh Inquiry [ze ond find that 
deoth resultef fom: Notural causes EB Accident [[], Suicide [[], Homicide [], Undetermined cause [[]. 
4 
ACTUAL Dns DATE SIGNED 
ACTUAL | MM othr toh) map, CHIEF MEDICAL EXAMINER] - 
. . ASSISTANT MEDICAL EXAMINER [7] 
examiner's / — ‘nag A-R VK 
NAME (ype) AME SH DEPUTY MEDICAL EXAMINER EA 
Tie. BURIAL, CREMATION, [22b. ay ps, We. by yy CEMETERY OR CREMATORY 2d. LOCSHON (City, tog or county) Stays 
Va OVAL (Specify/ oF nf Le a ee: z unty) ( 19 


24a, REC'D BY REGISTRAR ‘2db, REGISTRAR'S SIGNATURE 


-[f-57 \C fbete7 


The law requires that the deoth certificate be executed within 24 hours after death, Page 4 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 1175: 
44%c5 CERTIFICATE OF DEATH _ 41759 


Reg. Dist. No. 


i 


a 1, PLACE OF DEAT! - 2, USUAL RESIDENCE {Where decegsed lived, If insttutionsResidence before odmisisn) 
3 yN +, ee MARYLAND b. county /f yy 
>= Hl ne. Lieled Athen 
3 lo Y OR TOWN (If outside Spee ae, write 9] ¢. LENGTH OF STAY IN Tb OWN {If outside corporate ‘wrile RURAL ond give neares! town] 
53 ‘AL ond give neosés} town) 
= ipsa f_ a £ 
2 & NAME OF HOPPITAL [iP not Ia hekpitot, en 7 STREET ADDRFSS . 1 RESIDENCE 
= 2 OR INSTITUTION r * x the oo "ON A FARM? 
BS fare) 7 yes] no(] 
H 
rw 2N 4. DATE Month Doy Yeor 
DECEASED OF : 
(Type or print) KA A DEATH Ve O-Y-_ 19S" 
oF Dy 6. ps OR RACE |7. MARRIED, 9. AGE (ln ywors [IF UNDER 1 YEAR] IF UNDER 24 His. 
birthdoy) a. 
3 yn. 


ding mos! of working fe, even if retired) eS: 


Ley Z ven WS A 


13. Fi THER'S NAME 14, MOTHER'S MAIDEN NAME 
Z Qtcusn eereget 
Vptitocigd 7 Gteéey a 
15. WAS DECEASED EVER IN U. S. ARMED FORCES? 16, SOCIAL SECURITY NO. |17. INFORMANT 
Un | Bane. er wnkown 9 it ye. give wor © dots of verice) is 5 We ANG, 
oO L342 IY - 34-39 td Pletcedtt 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (c}-} 
el -earawes wee, /PATERIO SCLER o71& Canpio Vasucak Pseas 
L ou. f DUE TO 


Conditions, if ony, which ) 

gove rise to immediote 

couse (0), stoting the under: ( OVE TO 

lying couse lost. te) 
Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{0)|19. WAS AUTOPSY 


PERFORMED? 
yes] NO 

200. ACCIDENT WAS UNDERLYING []_ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port for Port II of item 18.) 

‘OR CONTRIBUTING L] CAUSE OF DEATH 

(IF EITHER, NOTIFY MEDICAL EXAMINER) 

20c. TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED —[20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) {Stote) 

Hour 0. m. While Not while foctory, street, office bldg., etc. iH \ 
pom. 19 lot work [] of work [] 
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e e (@, 
é $2 ARROLL es AA OLE 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 11762 
CERTIFICATE OF DEATH 


~ te 9 Reg, Dist. No. - p= 
~y = SS 
1. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceated lived. If insfitution: Residence before odmission) 
M 0. COUNTY Carroll Mani o STATE Maryland b.couny Carroll 
b. CITY OR TOWN (If ouhide corporate limits, w . LENGTH OF STAY IN Ib ©. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town} 
RURAL ond SS on rst che q 
abin 6 weeks a rural Westminster 
d. TRE Be a {IE not in hospitol, give street oddress) /; d. STREET ADDRESS e IS peace 
Weitzel Nurseng Home R. F. D. #& 3 ves NO com 
3. NAME OF First Middle tow 4. Date ‘Month Yeor 
(Type or print) FP RVI a/ 3 STEPHA YW DEATH OV 7 937 


5. SEX ie R RACE |7. MARRIED [-] NEVER MARRIED [-] | ®. DATE OF BIRTH 9. AGE (In yeors TE UNDER 24 HRS. 


Ww wioweo Pf  vivorceog) | Febe 1, LET) j igisnion, eg ee Min, 


10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) - 112. CITIZEN OF WHAT COUNTRY? 
Own Farm Carroll County, Md. USA 


¥WOo. USUAL OCCUPATION (Give kind of work done 
‘ during most of working life, even if retired) 


Ret. Farmer 


13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
Jacob Stephan Maria Snyder 
eae eee se eee eS vee AE lao iG ie 16, SOCIAL SECURITY NO. |17. INFORMANT Address 
no ve see Miss Ida J. Stephan R. 3 Westminster,Ma 
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‘20. ACCIDENT WAS UNDERLYING 1) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port Il of item 1B.) 
OR CONTRIBUTING [) CAUSE OF DEATH 
{If EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED  [20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (State) 
Hour 0. m. While Not white foctory, street, office bidg.. etc.) ! 
p.m. lot work ot work [7] : 
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21. f certify that 1 attended the deceased fram.___ GENT Bs 1907, tof igry»_____., 1989 7 what | last saw the deceased 
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olive an__f a Bee oo. 3 2.5.7.., and that death occurred a ZA. Pm, from the causes and on the date stated abave. 


ADDRESS (Street, tity or town, stote) DATE SIGNED 


ACTUAL 
SIGNATURI £. 
tities LOWED EF, HAL. SYhbSVI Nhe S70... 
‘220. BURIAL, eo 2b. DATE THEREOF Tic. NAME OF CEMETERY OR REMATORY. 22d. LOCATION (City. town, or county} {Stote) 
ried. | Lls22=57 Leister's Near Westminster, Md. 
23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS iy j REgp 3) DB T957|"¢ ‘ab. ae. 'S SIGNATURE 4 
John R. Byers Westminster, Marylan' WZ ee 


ond 


with 


urs after death; Page 4 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 1 1 76 3 
1754 CERTIFICATE OF DEATH 


Reg. Dist. No. 
1. PLAGE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before odmission) 
4 Carroll MARYLAND || °” ia ryland ae 
b. CITY OR TOWN (If outside corporote limits, write | c. LENGTH OF STAY IN 1b <. CITY OR TOWN (If outside corporote limits, write RURAL ond give neares! town) 
RURAL ond his neorest town) = ey z 
e, Noryland BYE Seg [mos Baltimore City, LV a i 
G. NAME OF HOSPITAL (IF-hot in hospitol, give street oddvess) d. STREET ADDRESS @. IS RESIDENCE 
OR INSTITUTION ON A FARM2, 
prinsfield State Hospi 92, N, Calvert Si. ves [J] No 
3. NAME OF First Middle lost 4. DATE Manth Day Yeor 
DECEASED 3 es ol 
(Type oF print) MARY ELLEN STEVENS Bent i 13. 19/287 
5. SEX 6. COLOR OR RACE |7. MARRIEGIC NEVER MARRIED [J | 8. OATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
lost birthday) [Monthe] Doys | Hours] Min, 
Female White j|woowoQ oivorceo[] | 12—6—05 yes. 
100. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 14, v 
nknown secaea _Treland Unk. 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Cornielus 0'Shea Julia Lynch 


17. INFORMANT Address 
Hospital Records -- Sykesville, Mq. 


INTERVAL BETWEEN 
oe AND DEATH 


S. WAS “DECEA, ED EVER IN U, S. ARMED rte SOCIAL SECURVY NO. 
Ps "9 ap it yes, give wor or dates of rervice) L ge 


——— 


18. CAUSE OF DEATH [Enter only one couse per line for (a), (b), ond (c).] 


PART I. DEATH WAS CAUSED BY: . 
IMMEDIATE CAUSE fo) Coronary occlusion 


Yaal DUE TO 
Conditions, if ony, which __ Chronic cardio-vascular 


gove rise 10 immediate 


" DUE TO 
couse {a), stoting the under. A 
lying couse fost. a Hypertension 
a Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH 8UT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART 1(a}|19. WAS AUTOPSY 
4 
a metmee yes no 
© [200, ACCIDENT WAS UNDERLYING [J | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part t or Part Il of item 18.) 
& | OR CONTRIBUTING LJ CAUSE OF DEATH 
G [CF EITHER, NOTIFY MEDICAL EXAMINER) ee 
& [20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f. (City or tawn) (County) (Stote) 
3 1st eae: (fens Nabtieaitte foctory, street, office bidg., etc.) | 
Z pmo 19 Jot work [J of wark rated { <——= 
21. | certify that | attended the deceased from. __ 5=2J— » W9Sh_, to. L1-13—__., 19.57. that | lost saw the deceased 
alive an__________ 11 -13=___, Lyk yh, and that death occurred at 28. Spam fram the causes and an the date stated abave, 
ADDRESS (Street, city of town, stote) 
actu $ 
SiG 3 MO. ____Springfield State Hospital 11-13. 
PHYSICIAN'S 


NAME (Type) Morrel] N. Mastin, M.D... Sykesvill Sey I IEE | 


Zo. BURIAL, CREMATION, | 22b. DATE THEREOF Zc. NAME OF CEM! ne OR FRFORY town, ar county) (State) 
ph WA 4 
CHOVAL, (Spécity) Sf - ee Ge 5 td 
Litt MALLE 2 Ze, 


Li 
23. FUN RAL_DIRECTOR'S SIGNATURE f B PEt, 2ha. REC'D BY ae Ub. 9 ARS ene 
AE EAD ith vate We 9S. Selec 


3A nvana 


AON £; e 
fi arsodt 


mel 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 11764 7¢ 
1 1755 CERTIFICATE OF DEATH at 


ADDRESS ‘2do, REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
Ye Ln 


29 . Reg. Dist. No. ~ 
Brie oe 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before odmistion) 
28 ° coeN”’ Carroll marveanp |] ° 51° Maryland » COUNTY Carroll 
a 
= 3 b. CITY OR TOWN (if outside corporote limits, write | ¢. LENGTH OF STAY IN Ib €. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
g $4 RURAL ond give neorest town) oes. 
oe Sykesville lSyrs,5mos2lfays Westminster  _& 
2 <2 4. NAME OF HOSPITAL (IF notin hospitl, give street oddres) d. STREET ADDRESS y © IS RESIDENCE 
oO = = OR INSTITUTION 
2 oe OA Ss ofield State H : 133 E. Main st ves] Nox) 
oe prangr ie a 2 ospita . _ 
o cc 7 a 
Pugs 5 3. NAME OF First Middle lost 4. DATE Month Doy Yeor 
~ DECEASED OF 
* (Typeror print) James H, SWARTZBAUGH teats = November 1, 19 57 
ES 3. SEK 6. COLOR OR RACE [7. MARRIED] NEVER MARRIEO [1] | 8 DATE OF BIRTH pares UNDER 2A 
= 2 in, 
he Male White —_|wioowe] _onorceoty | March 3, 188h sé Eat 5 Wet laa 
eat 100. USUAT OCCUPATION ind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
3 Sot I i ‘en if retired) 
et aes / - Maryland U.S.A 
S Yeo Dole 
of 6 8 3 13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
i = 
aes James G. Swartzbaugh Margaret J. Arnold 
fs 3 2 eo ach was pages H U.S. “—— ellie 16. SOCIAL SECURITY NO. $17, INFORMANT Address 
= a <= fev. 0. own) [If yer, give wor or dates of service) as é 
& ofs Yo - - Springfield Hospital Records 
e 
i Ma 3 £ 18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond ©] Ma Annes 
oS 205 PARTI WAS CAI Y: E 
2 52 _ PART. DEATH was ene, Cerebral hemorrhage days 
3 Sieve , DUE TO P 
EA are eanMNEnaBl chy = Ahich ie Generalized arteriosclerosis Years 
e ges gove rise to mae 
= Ese DUE TO 
5 Hse 
& ois 
eae 4 fc) 
z 3 3 6 e z Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(0)|19. WAS AUTOPSY 
Baer 9 Pee ea i PERFORMED? 
weses 3| Arteriosclerotic heart disease.-Chronie alcoholism without psychosis. yes (J NOX] 
Bots & © [200. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 1B.) 
ee ae & Jor CONTRIBUTING Lh CAUSE OF DEATH 
z & g £6 G (IF EITHER, NOTIFY MEDICAL EXAMINER) 
g 3 = 3 § x 20c. TIME OF INJURY Month, Day, Year | 26d. INJURY OCCURRED We. PLACE OF INJURY (Home, form. 1 20f. (City or town) (County) (Stote) 
$5.° 93 a Hear toim? White Not while. foctory, street, office bldg., etc.) 1 
508 4] $ 9 
EsE°§ z pom. lot work (CJ ot work CJ ! 
Be DO 
2 es ae 21. | certify that | attended the deceased fromJULY Ly , 19.20, to Oetober 314, 19.57. that | lost saw the deceased 
8 < z a alive on_October 31, meee, 4 1957, and that death occurred ot L054 _m, fram the causes and an the date stated abave. 
gz , 
R=os ADDRESS (Street, city or town, stote) DATE SIGNED 
& reo 2 
< 
aeess SeNAToR wo... Springfield State Hospital ____ UA/S57.. 
Ccapa 
£ iget Minttiyes__ Walther H, Sonnenfeldt, M.D. | Sykesville, Maryland == 
iS > py BURIAL, CREMATION, | 22. DATE THEREOF NAME OF-CHMETERY OR CREMATORY 2d. LOCATION (City, town, or county) Stote) 
22 es [yj pesos Specify) - 31987 y) ie, {f fp — : ); 
OFo aE , Wid ax a ML} V ABA ET s jana] bid da UV Ata HLL Ne 
- - \ 25. FUNERAL DIRECTOR'S SIGN 
v 1X S 
1 


ddd Antildhg] MAetrngagad tt pate //—7 -f ? 


rr 


$A Nvaund 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
- 11756 CERTIFICATE OF DEATH 


al 


11765 


Reg. Dist. No. 


ae 
& 3 = ae reece eet 2. Mere tla stern! (Where deceosed lived. If institution: Residence before admission} 
t+ o. b. COUNTY 
ae Carroll Gee aryland Talbot 
7) 3 ~ b. CITY OR TOWN {IF outside corporate limits, write | c. LENGTH OF STAY IN tb ¢. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest town) 
3 RURAL and give nearest town) A 3 
§2 Henryton 602 _ days St. Michaels ROX A. 
r) 2 d. NAME OF HOSPITAL {if not in hospitol, give street oddress) d. STREET ADDRESS e. 1S RESIDENCE 
=e OR INSTITUTION ON A FARM? 
23 Henryton State Hospital 223 Fremont Avenue ves [J No 
° 3. peas First Middle Lost 4. Bee Month Doy Yeor 
- (Type or print) Charles Henry Thomas beara November 291957 
i 5, SEX 6. COLOR OR RACE |7. MARRIED GJ NEVER MARRIED [7] ATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEART IF UNDER 24 HRS. 
= lost birthday) [Months] Doys Min, 
Male Negro winoweo[] _—ooivorcen 8-23-1908 yn. 


12. CITIZEN OF WHAT COUNTRY? 


T 9100. USUAL OCCUPATION (Give kind of work done} 10b. KIND OF BUSINESS OR an BIRTHPLACE (Stote or foreign country} 
"uy 


during most of working life, even if retired) 
Bellevue, Maryland 


Laborer Usp Se Ay 


13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Charles He Thomas Mamie Davis 
pope ee a Mao Pele Lares a one 16. SOCIAL SECURITY NO. |17. INFORMANT Address J 
No | 21809-6326 Charles Henry Thomas = Patient 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b). ond (c). i Geet is bees 


3 as CEA MCOIATE Cost (o)_Cardiac Insufficiency 
DUE TO 


Conditions, if ony, which Pulmonary Cirrhosis 


gove rise to immediate 
couse (0). stoting the under, (| DUE TO 


tying couse lost. __Far advanced pulmonary tuberculosis 


Then please remove carbon papers. 


prior ta burial, cremation, ar removal, and in any event within 72 hours ofter death 


igned by the attending physician ond completely il 


a Past Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH SUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)]19. WAS AUTOPSY 

3 vesC] nol 

= 200. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port tor Port Il of item 1B) 

& ] OR CONTRIBUTING LC} CAUSE OF DEATH 

& | (IF EITHER, NOTIFY MEDICAL EXAMINER) 

z Ot gs oy a IE ee 
& [20c. TIME OF INJURY Month, Doy, Year [20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, form, ; 20f. (City or town) (County) {Stote) 
a Hour o.m. While Not while foctory, street, office bldg., etc.) ! 

s p.m. 9 Jot work [[] of work (J ' 


21. | certify that | attended the deceased from ADVIL 6, ites , 19.29., to._Nove 295 __., 19.57. thot | last saw the deceased 
olive on November 295 ___, 92 ST, ond that death occurred otlt.5 Am, fram the causes and an the date stated abave. 


AV, > “4 ADORESS (Stree!, city or town, state) DATE SIGNED 
ssn 6M Mawnter 1229-87. 


Wd. LOCATION (City, town, or county) (State) 
: } L 
un 15-{ on fa q 


2da. REC'D BY REGISTRAR | 24b. REGISTRARS SIGNATURE 


pate L2=4=-57 hho? f : 3 Ma 7 


MD. 


hawtiyes Dre Edgars M. Maculans, Supt. 


Wo. BURIAL, CREMATION, | 22b. DATE THEREOF ‘Zc. NAME OF CEMETERY OR CREMATORY 
REMOVAL (Specify) (2 T. 
1 2~1-' ABLE 


23. FUNERAL DIRECTOR'S SIGNATURE. q ADDRESS, 
a9 ~ 18 


Wie gf LSaunsy 93' ADay ME 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after death? Po: 


¥°A nyaang. 


a oe 


: | * te ‘ FY 
 Darsoay 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 1 1 7 6 6 
41757 CERTIFICATE OF DEATH Fins Se 


= 


sé —— 
3 3 1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. ff institution: Residence before admission) 
£3 Foot | 2 SON | Garrobl marian || > T'iaryvand ». COUNTYBaltimore City 321 
a) 8 MK b. CITY OR TOWN (If outside corporote limits, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL and give nearest town) 
3 RURAL and give neorest town) x Balti 
32 Sykesville 6 months alcumore v vs - 
22 d. NAME OF HOSPITAL (If not in hospitol, give street oddress) d. STREET ADDRESS ors RESIDENCE 
25 Springfield State Hospital. 26 N.Streeper St. Baltimore 2h vés CF] NOX] 
$= SSNAME OF First Middle lost 4. DATE ‘Month Doy Yeor 

3 (type oF print Concetta Cutrona Timpano Seam 12 - 8 = 4557 

3 6. COLOR OR RACE |7. MARRIEDIE] NEVER MARRIED [-] | 8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS. 

= lost birthdo j 

¢ White wiooweo [) pivorceo[} | L2— 6—8ly eee 2. Min. 

8 10a. eaee ee ad cee kind ‘ eon 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 

luring most of working life. even if retires - 

4 Housewife Italy Italy 

8 13, FATHER'S NAME 14. MOTHER'S MAIDEN NAME 

2 Jaiacomo  Cutrona Angele Roschella 

% 15. WAS DECEASED EVER IN U. S$. ARMED FORCES? |16. SOCIAL SECURITY NO. | 17. INFORMANT Address 

(Yar. 0, oF unknown) {IF yes, give wor or dotes of service! 
y Unknown 21310-2887 | Hospital records. 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (c}.] 


ENE ea 
PART I. DEATH WAS CAUSED BY: jcopneum aay. 
IMMEDIATE CAUSE i. Bron onda 8 


AIGIX notouto Diabetis Mellitus byears 


Conditions, If ony, which o 
gove tise to immediote 

cavse (0), sloting the under- ( DUE TO | 
lying couse lost. 9) X (c) 


Then please 


Part Il. OTHER SIGNIFICANT CQNOITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(0)|19. WAS AUTOPSY 
C.B. $ 2a3s sociated with Cerebrat arserioselerosis swith psychotic reaction pan 
LD 8) S ers 


200. ACCIDENT WAS UNDERLYING []_ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port 1 or Port tl of item 1B.) 
‘OR CONTRIBUTING (] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER} 
20c. TIME OF INJURY Month, Doy, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, 1 20f. (City or town) (County) (Stote) 
pacrirove: While lenebite foctory, street, office bldg., etc.) ! 
pom. 19 Jot work [J ot work [) ‘ 


After this certificate has been signed by the offending physician and completely fill 
MEDICAL CERTIFICATION, 


auld be detached far use as the burial-transit permit. 
the registror prior to burial, cremation, or removal, and in any event withirt 72 hodes ofter death. 


tained by the hospital or ottending physician. 


5 ADDRESS (Street, city or town, slote) DATE SIGNED 

Z [| eats nd iyo, Springfield State Hospital,  — W=B=57 
3 : MAMe(tyes) Agustin del CamposM.Ds 
» "HE ONTE THEREOF | i: NAME OF CEueTehy OF CREMATORN MOON Gr ome 
eo 8 BeRlal fl-{2-5°7 SMELT) AAD Re V4 of 

Lad ADORESS. 


< TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificote be executed within 24 hours after death: Page 4 


23. FUNERAL DIRECTOR'S SIGNATURE 


7 74 Ye ib. " JATURE 
ia Ti bata e) 2a er: 


ty Lif Clas 


rd 
= 
= 
3 
& 


7 Zz 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
CERTIFICATE OF DEATH 


—_ 


ee 
[F2a. BURIAL, CREMATION; ] 220. DATE THEREOF TERY OR CREMATORY saya (City, town, oF SSuniy) (rate) 
EMOVAL re. A : fi 
Hw ts ALIEN S Fis 
ies a EG EN RT i Do. “7 Grey accor ud “REGISTRARS SIGNATURE c a 
V5 ANS (4 rr: he 
Tea yes! pee (Le. are LYS” a 4 és 


may be 
TO FUNER. 
poge 3 shi 


<. eC <£ —— oo = 
ie 8s 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decaosed lived. If institution: Residence before odmision) 
& Be o. COUNTY ae a. STATE 0 b. COUNTY 
Spee > By ay Se} {Oo SALON 
2 3 zat b. CITY OR TOWN (If outtide corporote limits, write | c. LENGTH OF STAY IN 1b ©. CITY OR TOWN {IF autsld® corporate limits, write RURAL ond give nearest town} v 
3 s Mi RURAL ond give neorest town) _ A + oe 
2 2 ) Kar MA eel Siace 2 1215% Balkinow SVOr-“ 
Pos ig d. NAME OF HOSPITAL (IPNbt in hospital, give street odaress d. STREET ADDRESS og RESIDENCE 
of é OR INSTITUTION é A FARM? 
‘Se: / manna, diel She 2 eo NO DK 
Les 3. NAME OF First Middle Low 4. OATE Month Day Yeor 
~ 3- DECEASED OF N 
a z (Type ar print) 9 as Tasery OEATH ov. | 19 $7 
= x8 5. SEX 6. COLOR OR RACE | 7. MARRIED E) NEVER MARRIED [1] |8. OATE OF 8IRTH 9. eoutiae IF UNDER 1 YEAR| IF UNDER 24 HRS. _ 
es ; ex brthdor) | Month cai 
2 ae Noll woh. |wioowe RY — oivorcen , 4, SRT 10 mm. ee ae BES ee 
4 
2 ¢€8&. 100. USUAL OCCUPATION (Give kind of work done] 10b, KIND OF BUSINESS OR INDUSTRY |11, BIRTHPLACE (Slate or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
g 2 oh during most of working life, even if retired) 0) 
£ ee Rowe Mani ue Ewald BaAWtiwew, Ud ALS. A. 
g os 3 13, FATHER'S NAME . MOTHER'S MAIDEN NAME 
© SRS 
B Bes \ T wens Crane Bak& ne 
< & 23 TS, WAS DECEASED EVER IN U, s ARMED FORCES? Tia SOCIAL SECURITY NO, |17. INFORMANT ‘Address rey.) 
= as 1s, mo, oF unknown) {Ht yes. give wor or dotes of vervice) ” oS 
& ote a WW A Zs. ode Spy us Mel Wolk Hera. Saeray! 
3 2 Sz 18. CAUSE OF DEATH [Enter only one couse per line for (a), (bl. ond (c).] INTERVAL SETTVEEN 
 o 285 PART |. DEATH WAS CAUSED 8Y: R as + hy MEET AND ORATn 
2 Ss. IMMEDIATE CAUSE (o} SC RQ : oa 
= eee x DUE TO 
EE Paes: Catidns 4: 4 \ 
= fz > onditians, if ony, which te 
s 3 Eo gove rise to immediote 
PS ENSrs cause (0), stating the under. ¢ DUE TO 
TetsP lying cavse lost a 
fe 2 
3935° é Pant Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)]19. WAS AUTOPSY 
BRoEs ele a6 ae PERFORMED? 
£85R8 3| Porous d Gorudkiaun, P Paulo sncurag ks ens ley vs (SR NOM] 
Fooee © | 200. ACCIDENT WAS UNDERLYING Ty | 208: DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury iM Port Tor Port It of item 18.) 
zee7° & | OR CONTRIBUTING C) CAUSE OF DI 
Zeggs & | ir elmer, NOTIFY MEDICAL EXAMIRIER) 
Yoess & [20c. TIME OF INJURY Month, Doy, ear |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City ar town) (County) (Stote) 
gon 83 3 Hour a.m. =r While Not while -* factory, street, office bldg., etc.) | 
Est Z 5 p.m. 19 Jot work (] ot work — ‘ _ 
oR sbi 5 
z ge Bs 21. | certity that | attended the deceased from._Seast__ 21 ___, 19.49, ta Nov. J : 19.5.7. that 1 last saw the deceased 
a2<28 : 
os ees s w ST, and that death accurred at 13° Om, fram the causes and an the date stated above. 
Ee " lets ADDRESS (Street, city of town, stote} DATE SIGNED 
<aG CT 
Per ee Eps gore, By. a. ee 
:o: ram 
= . f 
5 PHYSICIAN'S Qe, 
z 5 Manet lise K Sworn aise De 
ra ‘a 
6 ¢ 
oe 2 
° a 


le 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
CERTIFICATE OF DEATH 


ai 


11768 


ee BM SV2o% Reg. Dist. No. 
& 8 Vy paerkes cli mn Serer Pre (Where deceased lived. If institution: Residence before admission) 
2 8 3 °. b 
Ss Carroll MARYLAND Maryland COUNTY 
£ . b. CITY OR TOWN (If outside corporote limits, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside carporate limits, wrile RURAL and give nearest town) / 
RB 6 RURAL ond give neorest town) i : i v 
2S Sykesville Pyr »5mo , 5d Baltimore 18 GV ol-u“ 
2 i M d. NAME OF HOSPITAL (If not in hospitol, give street address) d. STREET ADDRESS @. 1S RESIDENCE 
o = ns OR INSTITUTION, e : ON A FARM? 
£5 re Springfield State Hospital 313 East 31st Street ves] no fy 
+ 3. NAME OF First Middle Lost 4. DATE Month Doy Year 
DECEASED | cs OF . 
{Type or print) Bessie Grace Turnbaugh | otatw November 19 19 57 


5. SEX 6. COLOR OR RACE | 7. MARRIED [] NEVER MARRIED a 8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
lost birthdoy) [Months] Days Min. 
F W wivoweo [ pworceot] | July 27, 1881 6 oy. 
100, USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY [11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
Hutzler's Dept bre Maryland USA 


during most of working life, even if retired) 
13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 


John Turnbaugh Cecelia Knight 


foursofter death. 


1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |146. SOCIAL SECURITY NO. [17. INFORMANT Address 
(Yer, no, oF unknown) {I yes, give wor or dates of service) 
O - 216-10-2096A 


Springfield Hospital records 
18. CAUSE OF DEATH [Enter only ane couse per line for (0), {b), ond (c).} ry 


PART I, DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (6! 


F F DUE TO 
Conditions, if ony. which (1 


INO DEATH 
to immediote 


e o . 
ra “gtorr 
, stating the under: ( OVE TO hiner’ 
tying couse lost. 4/9 / x ©) ararcntler 


Parr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(0)|19. WAS AUTOPSY 


INTERVAL BETWEEN 
ONSET 


Then please remove carbon popers. Pages | and 2 shauld be filed with 


fires that the death certificate be executed within 2. 


CBS assoc. with disturbante of metabolism, growth or nutrition, th PERFORMED? 
senile brain disease rith psycho eaction ves] NOTE 
0a. ACCIDENT WAS UNDERLYING (J Ub. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Port II of item 18.) 


OR CONTRIBUTING CJ CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


is certificate has been signed by the attending physicion and campletely fi 


MEDICAL CERTIFICATION, 


eve ee eee eS 
20c. TIME OF INJURY Month, Day, Year } 20d. INJURY OCCURRED — | 20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) (State) 
Hour 0. m. While Not while foctory, street, office bidg., etc.) | 
p.m. 19 Jat work [] ot work [J ' 


DIRECTOR: After 
anauid be detached far use as the burial-transit permit. 


the registrar priar to burial, crematian, ar remaval, and in any event within 72" 


ained by the hospitot ar attending physician. 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requ 


Q r ¢ . a ESS (5: 
SoA ne AM eR Aa MO. »p wpy eles RAL Wty 
3 / PHYSICIAN'S , ) " D> p44 ae D 
* NAME (Type)_/I 2, (MUST YP NY At git WR ete 1 
a 720. BURIAL, CREMATION, ‘2%. DATE THEREOF Tic. MAME OF CEMETERY OR CREMATORY ry 72d. LOCATION (City, town, of County} (Stote) 
p28 Bepraes” | 11/22/57 Jessops Methodist Sparks, Maryland 
2 ! E f 24a. iT RECIETRAR, lee en ZF 
tia? oe NUV 0 1G Laney Leerg 
7 3 


ont 


ge 4 
irectar, 


5 


by the funeral di 
and 2 shauld be filed with 


# 


pletely 
Papers. Pages 
sdeath. 
\ 


» Sarbon 
3 after 
eo 


the registrar prior ta burial, cremation. ar remaval, and in ony event within 72 a 
S 


se remave 


Then pl 


DIRECTOR: After this certificate has been signed by the ottending physician ond cam 
R> 


=~. 


tained by the haspital or attending physician. 
mauld be detached for use as the burial-transit permit. 


* 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours ofter death: Pa 


may 
TO FU 
page 


VS AIS (4) 
1SM 9/58 


Fen th vet zepentoeoe STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 11769 
en sam 269 2-19-9° 225 CERTIFICATE OF DEATH ‘aaa, Lie 
admission) ay 


5 bees, DEATH E& 2. men pig ake (Where deceosed lived. If institution: Residence before 
a. b. COUNTY 
Carroll big sree Maryland Allegany 
b. CITY OR TOWN (IE outside: entporote! limits, write c. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL ond give neorest town) Vv 
RURAL ond give nearest tow d 
Sykesville S-3mos 6days Oldtown o1(X2-2 
d. NAME, OF HOSPITAL (If not in hospitel, give street ea d. STREET ADDRESS: @. IS RESIDENCE 
OR INSTITUTION: ON A FARM? 
pringfield ate Hospita = ves] NO 
3. DECEASED First Middle lost 4. ae Month Day Yeor 
(Type or print) Ma Martine Robinette TWIGG orth =November 7 1957 


5. SEX 6. COLOR OR RACE | 7. MARRIED [] NEVER MARRIED (ey B. DATE OF BIRTH 9. AGE (In yeors |IF UNDER 1 YEAR: IF UNDER 24 HRS. 


widoweo [7] pvorceo] | May 18, 1909 li SF ace ms 


Female White 
100. USUAL OCCUPATION (Give kind of work done|10b. KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of working lite, even it retired} 
Housewife oree- Marylend U.S.A. 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Fred L. Robinette Blanche Stallings 
aa WAS eee SCO ENER IN U.S. ARMED FOES 16. SOCIAL SECURITY NO. |17. INFORMANT Address 
(Yeo, ne, or unbnawn} (IP yet, give war or dates of service) 2 > 
No - LACM Springfield Hospital Records 
1B. CAUSE OF DEATH {Enter only one couse per line tor {0}. (b). ond (c}- ] INTERVAL BETWEEN 


IMMEDIATE CAUSE (0) 


4 BUD puETOa, Interstitial pneumonitis 
Conditions, if ony. which Si tudies Days 


gove rise to imme. 
couse (0}, stoting the under: BeERO 


lying couse lest. 6 


PART |. DEATH WAS CAUSED BY: Coxe bral de , me SECC ODD of poor ty ye 4g LOVERS UPISETANO DEATH 


ra Paar Il. vectiauers enaloe CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{0}| 19. pe aa! 
3 | Post-infectious psychosis, Parkinsonism. YS EE NOC] 
iS 200, ACCIDENT Tape cee ‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture af injury in Part | or Port Il of item 1B.) 

& JOR CONTRIBUTING L) CAUSE OF DEAT! 

© | (IF EITHER, NOTIFY MEDICAL EXAMINER), 

& 20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED 208. PLACE OF INJURY (Home, tarm. 1 20F. (City oF town} (County) (State) 
a Hour o. m. White Not while foctory, street, office bldg., etc " H 

= p.m. 19 jot work [[] at work 


, and that death ethiied at_23 304 m, fram the c causes and an the date stated above. 


} H G f ADDRESS (Street, city or town, stote) DATE SIGNED 
4 
actual | /\ ‘ A) no, Springfield State Hospital 11/7/57 
Nameiyee___ Walther H. Sonnenfeldt, M.D. _Sy} ry’ 
22a. BURIAL, CREMATION, 2c. NAME OF CEMETERY OR CREmDRRe@RY 22d. LOCATION ee town, or county} (State) 
REMOVAL (Specity} “ipa 
B ia No g 9 fia B PA) em bs YA ZV1 {). 


2da. REC'D BY aaa Ub. eats a ey ie 
244i vate { Mette Zeer) 


$A nvaund li 
i a ; 
oY 44 1957 


51 AON 


Darwoss 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
CERTIFICATE OF DEATH vee wht 20 


Dist. No. 


—_ 


\ Ay varieties leu 2. a eg (Where deceased lived. If institution: Residence before admission} 
a. oe. b. COUNTY 
J Carroll eh ind Maryland Carroll 


b. CITY OR TOWN (If outside corporote limits, write | ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest town} 
RURAL ond give nearest town) 
Rural Taneytown Life 


by the funeral director, 


£, 

3 

Bod 

3 

3 

3 x Rural Taneytown 

2 n d. NAME OF HOSPITAL (If not in hospital, give street address} d. STREET ADDRESS e. IS RESIDENCE 

- ¢g OR INSTITUTION: { ON A FARM? 

s yes Gt No 1} 

H 

3. NAME OF iT idl 4. DAT 
$ 6 eee Fint Middle lost Dare Month Day Yeor 

A Ugestenecnl Helen Genevieve Unger beatH ~=November 7, 19 57 

8 5. SEX 6 COLOR OR RACE |7. MARRIED] NEVER MARRIED [-] | 8. DATE OF BIRTH 9. AGE (In a If UNDER 1 YEAR] IF UNDER 24 HRS, 
ros! Dirtngoy| Do Min, 

¢ F W wivowee C] porceo[} | Oct. 9, 1907 0. ae pera in 

a 10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 

8 I / during most of working life, even if retired) . 
3 Housewife Own home Maryland U.S.A. 
a 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Herbert Eyler Llottie Heffner 


1s. WAS DECEASED EVER IN U. S. ARMED FORCES? 17. INFORMANT ‘Address 
| bites 00. oF unknown) (OF yes, give war oF dates of tervice) 
no Mr. Charles R. Unger, Taneytown, Md. R # 1 


18. CAUSE OF DEATH [Enter only one cause per line for (0), (b), and (l-] INTERVAL BETWEEN: 


PART 1. DEATH WAS CAUSED BY: pg et ae 
IMMEDIATE CAUSE {o 


Kr DUE To 


oO 


Then please remave ca 


= ‘ons, if any, which (b} 

E gove rise to immediate 

& couse {o}, stoting the under. ( OUE TO 

ee lying couse lost. {e) 

5 Past It. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Io} 19. WAS AUTOPSY 
r Yes] NOX] 


200. ACCIDENT WAS UNDERLYING [] ‘20b. DESCRIBE HOW INJURY OCCURRED, {Enter nature of injury in Part | or Part Ul of item 18.) 
OR CONTRIBUTING 1) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20F. (City or town) (County) (State) 
Hour a. n. While Notiwilite. factory, street, office bldg., et 
p.m. 1 lot work [J ot work [J ' 


21. | certify that | attended the, deceased fram, to WSC, to LV Cotten J 19, LZthat | lost saw the deceased 
alive an__ intandsen, x ws], and thdf death accurred at__.______ MM, fram the causes and an the date stated abave. 


ADDRESS (Street, city or town, state) ; DATE SIGNED 
site ol tal Daleks un atte Lhcep la. ene Liptbta trea La fly 


Ad. & 
mires: Lea e/ fait la So llaple A 2 eee a is 


MEDICAL CERTIFICATION 


DIRECTOR: After this certificate has been signed by the attending physician and completely fil 


ined by the haspital or attending physician. 


wuld be detached for use as the burial: 
the registrar priar to burial, cremation, ar remavol, and in any event within 72 haurs oft: 


bd 


To. ety CREATION. ‘2b. DATE THEREOF 2c, NAME OF CEMETERY OR CREMATORY. 22d. LOCATION (City, town, or county} (State) 
urial| 11/10, Lutheran Cemeter Taneytown, Maryland 
¥ '23., FUNERAL = NE SIGNATURE ADDRESS 24a. REC'D BY REGISTRAR | 24b. REGISTRAR'S,SIGMATURE 
x . [ Dap 
Ys alsa) \* O46 ead) Merwyn GC. Fuss, Taneytown, Maggy12 97 Ct { pki 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 haurs after death: Poge 4 


3 °A NVTGNS 


r AON 


{3 arsed | Py 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 771 
1 1762 CERTIFICATE OF DEATH ii as 


1 


oe Reg. Dist. No. 

He ' ( 5 hj 1. PLACE OF V/ 2. USUAL RESIDENCE (Where deceared lived. If institution: Residence before odmissign) 

s Hs i]. her cy b. COUNTY 

z EON i; MARYLAND y fl t, 6 

3 3g b. City eds TOWN by) outside corporote limits, write | ¢. LENGTH OF STAY IN Ib . CITY OR TOY IN (IF I, tside corparete limits, write RURAL ond give nearest town) 

rf f : 

c g / g a 

23 yi LK Z PAD 

22 4 NAME OF HOSPITAL (not in hospitol, give street address) 4 d. STREET ADDRESS : @. IS RESIDENCE 

= OR INSTITUTION, f ON A FARM? 

aS : yes] NOW 
e 
5 3. NAME OF it id lost 4, DATE th Ye 

. S DECEASED Uv ea ar iP yy ¥ 4 OF Aten peild ™ 
Genser pein DEATH ws 


Pages 


9. AGE {In years [IF UNDER 1 YEAR} IF UNDER m4 RS. 


5. SEX 6. COLOR O8 RACE |7. MARRIED. Paver MARRIED [] | ® QATE OF BIRTH 
us hday) [Months 
WIDOWED i. owvorceo LO} | <2 
TOs. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11, BIRTHPLACE (Stote op forei 
during eps of working Hig, even if retired) F 7 
1 Ay ue Nan, 


yrs. 
12. "West WHAT, COUNTRY? 
\ J R ins ic RS “pie NA x) 


15. a SeCESTONER pil e S. eh 6. SOCIAL SECURITY NO. Lita 
ee iis il Vi 


Y ]18. CAUSE OF DEATH [( ck only one couse per line for (0), (b), ond (ch) INTERVAL BETWEEN 


f f ONSET AND DEATH 
PART 1. DEATH WAS CAUSED BY: f t 
IMMEDIATE CAUSE (0} eet (ate. 


4fdo. © OUE To ; 
Conditions, if ony, which . 

gove rise to immediote 

couse (0), stoting the under- DUE TO. 
ying.colia et re 


Past Ul. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART lop | 19. Ng er 


MED? 
yes] not] 
200, ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Part Ii of item 18.) 
‘OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, = Year |20d, INJURY OCCURRED [20e. PLACE OF INJURY (Home, farm, ¢ 20F. (City or town) (County) (Stote) 
Hour on. While Not as foctory, street, office bidg., etc.) 
p.m. jot work [} of work ‘ 


21. | certify that | attended the deceased aa, (SF, 192, to. Vk 


CLL ncenner WE Lthat | last saw the deceased 
alive pies: aay WL, and that death occurred otc 2M, from the causes ond on the dote stated above. 
SeNATUE 


at be 


Then please remave carbon papers. 


9° 


MEDICAL CERTIFICATION, 


ADORESS (Street, city or town, stole) , DATE SIGNED 


ee anen twee 


IRECTOR: After this certificate has been signed by the attending physician and campletely fi 


uld be detached for use as the burial-transit permit. 
the registrar priar ta burial, cremation, ar remaval, and in any event within 72 hours after death. 


ined by the hospital ar attending physician. 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs after death: Page 4 


PHysician's | | j= e — 
> NAME | fama We Fo ar 
Se Ses 
PS. Py, 
eee Bia ALE YA 14 
re aay se Yf ff \20. reco files 2, REGISTRARS SIGNATU 

Yas Cle. DAN Eee . 
15M 97 ; 


Pi; Fa Adtiael 


sh vrun 


7cel & 


Dane 
a 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 1 1772 


11763 CERTIFICATE OF DEATH ns bat Fe Lip. 
) 


od | 


st —J 
o3 1, PLAGE OF DEATH 2. USUAL RESIDENCE (Where deceoted lived. If institution: Residence betoce odmissi 
33 M nas Carroll manano ||? SE Maryland b. COUNTY Balto.City 
Bs _/ |B. CITY OR TOWN (If outside corporote limits, write |e, LENGTH OF STAY IN Ib €. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
$ 7 RURAL ond give nearest town) ¢ Vv 
25 Mol? Baltimore 3Vo/-“ 
2s Z.NAME OF HOSPITAL (If nat in hospilol, give iret oddress) d STREET ADDRESS @. 1S RESIDENCE 
£5 ee OR INSTITUTION ON A FARM? 
BS /é orinefield ate Hospital 3520 N. Hilton Rd. Mb 
tS 3. NAME OF First Middle ost 4 DATE Month Bey Yeor 
F Uipeer eal Bessie May WARNER peas November 2h, 19 57_ 
: 5. SEX 6. COLOR OR RACE [7. MARRIED] NEVER MARRIED [J | 8. DATE OF BIRTH 9 AGE (ia yon [iF UNDER 1 YEAR|IF UNDER 24 HRS. 
net ¥] Min. 
; Female White WIDOWED pivorceot] | M: 1881 46 ye. ” 
¢ ’ 
2. 100. USUAL OCCUPATION (Give hind of work done]10b. KIND OF BUSINESS OR INDUSTRY | IT. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
é ig 
85 / during mos! of worki ren if retired) 
o8 ous’ e & 2 Maryland U.S.A. 
8 & 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
52 
He Unknown Unknown 
€ 3 oi was DECEASED pity al U, S. ARMED FORCES? 116. SOCIAL SECURJTY NO. }17. INFORMANT Address 
fa). 90 0F unknown) (Hf yes, grve wor or dates of service) 
£ oO No - vache. Springfield Hospital Records 


INTERVAL BETWEEN 


18. CAUSE OF DEATH [Enter only one couse per line far (0). (b). ond (c).} AL BETWEEN 


i DEATMMEDIATE CAUSE i___Arteriosclerotic heart disease 


br oe * DUE TO 
Conditions. if ony, which w Malnutrition 


Then: plea! 


gove rise to immediote 
couse (0), stoting the under: ( OVE TO 


lying couse lost. ol 


Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(a)/19. nee nee 
RM 
Senile psychosis ves OK NOD 


200. ACCIDENT WAS UNDERLYING C] ‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port I or Port Il of item 1B.) 
OR CONTRIBUTING () CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


0c. TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20F. (Cily or town) (County) (State) 
Hour o. m. While Nat while foctory, street, office bldg., etc.) ! 
p.m. 19 fot work [J ot work [J ' 


21. | certify that | attended the deceased fram October 75__, 1957, toloyember 2hy, 1987__,that | last sow the deceased 


and, that death occurred at LL2.,0FM, from the causes and an the date stated abave. 
ADDRESS (Street. city or town, stote) DATE SIGNED 


wo. Springfield Hospital 1225/57. 
a Walther H. ster Ie Speer M.D, bee hcba eat hs 


} 23. LN es saan cng Mega a ede ios Le 1 LLM 
wig | AWG TUM Si Ml WES 87 | C fbettg A 


Dy 


MEDICAL CERTIFICATION 


DIRECTOR: After this certificote hos been signed by the ottending physician ond completely fi 


ould be detached for use os the buriol-tronsit permit. 


foined by the hospitol or ottending physicion. 
the registrar prior to buriol, cremotion, or removol, ond in ony ever 


+ 


moy 
poge 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificote be executed within 24 hours offer death: Poge 4 
TO FU 


O 


K Geer 


3A Nveyng 


LO6I 25 AON 


Oarsaat 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 haurs after death: Page 4 


wl?73, 7 


1 : MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
CERTIFICATE OF DEATH 


— 43. Reg. Dist. 
M \ W core ecg 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before odmission) 
2. 
/ 


_ Carroll marwano |] °F Maryland & CONT Carroll 


5 

g 

SE 

B » b. CITY OR TOWN (If outside corporate limits, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (|If outside corporote limits, write RURAL ond give nearest town} 

oa RURAL ond give nearest town) D 

22 Rural --Finksburg 50 yrse_ ||x/ Rural--Finksburg 

2 a3 - d. NAME OF HOSPITAL (If not in hospitol, give street oddress) d. STREET ADDRESS e. IS RESIDENCE 

=e OR INSTITUTION / 2 ol FARM? 

—s Louisville we No [J 
ms 

. 6 3. NAME OF First Middle Lost 4. DATE Month Day Yeor 
(ype or print ADA ALBERTA ..WELLIAMS bead NOV. 1 157 

é 5. SEX 6. COLOR OR RACE |7. MARRIED [] NEVER MARRIED [7] |&. DATE OF BIRTH 9. AGE (In yeors 1 UNDER 24 HRS. 


female | white |woowom ower | Oct. 10, 1880 | 77" |" 


« | Wo. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 
/ during most of working life, even if retired) a 
housewife Marylan 


i db: 


12, CITIZEN OF WHAT COUNTRY? 


U.Se 


13. FATHER'S NAME s 14, MOTHER'S MAIDEN NAME 
bey Joseph T. Parrish Mary Alice Gorsuch 
1S. WAS DECEASED EVER IN U. $. ARMED FORCES? |16. SOCIAL SECURITY NO. }17. INFORMANT Address 
e ¢ | (yen. no, oF unknown) {Ul yes, give wor or dates of service) : 2.4 
} no none Mrs. Fred Ludwig Finksburg,Md. 


18. CAUSE OF DEATH [Enter only one couse per line for (e), (b). ond (€)-] - 5 INTERVAL BETWEEN 
PART I, DEATH WAS CAUSED BY: Vi a ae pare 
IMMEDIATE CAUSE (o] = 


“221 DUE TO 


Canditions, if ony, which tb 
gove rise to immediote 

couse (0), stoting the under. ( DUE TO 
lying couse lost, a 


Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0) 19. we ¢ AUTOPSY 
ba ee ves] No Z}— 
20a. ACCIDENT WAS UNDERLYING [)_ | 20b. DESCRIBE HOW INJURY OCCURRED, (Enter nature of injury in Port | or Port II of item 1B.) 
OR CONTRIBUTING C1) CAUSE OF DEATH a 
(IF EITHER, NOTIFY MEDICAL EXAMINER) ze 
20c, TIME OF INJURY Month, Day, Year /20d. INJURY OCCURRED {| 20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) (Stote) 
Hour 90. 9). weve. While. Not while factory, street, office bidg., etc.) i £ 
pm. [ot work [1] ot work [J] 1 


21. | certify that | attended the deceased froma hey". 1940, to ey 443°, 19S. that | last saw the deceased 


olive an te, 2 a, eee, and that death occurred at_=2./"._M, from the causes and an the date stated above. 
ADDRESS: ‘Street, city or town, stote} DATE SIGNED 


Withee A ZEO eee Les nn blee dae LOG, hele Mat SS 4 


INS GL. (3; Aaregsle a) ee. ol a ee 


Zo. BURIAL, CREMATION, 2b. DATE THEREOF Z2c. NAME OF CEMETERY GOREN 72d. LOCATION (City. town, of county) (Stote) 
"SURTAL [11-17-19 Mt. Pleasant Gamber, Carroll Co.’Md. 


Then pleose remove corbon popers. 


Oo 


MEDICAL CERTIFICATION 


DIRECTOR: After this certificote hos been signed by the ottending physicion and campletely 


roined by the hospito! or ottending physicion. 


‘* 


page 3 should be detoched for use os the buriol-tronsit permit. 


the reglstror prior to buriol, cremation, or remavol, ond in ony event within 72 hours ofter deoth. 


c2 
— 
iy 23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS. 24a, REC'D BY REGISTRAR 
VE AIS 0) C.M. Waltz Winfield,Md. rival le Fe Lt Abliz, 


eal 


{ MARYLAND STATE DEPARTMENT OF HEALTH~BALTIMORE, 18 11774 
aa 


165 “CERTIFICATE OF DEATH ns ae 


~t. se == 
Ss Pa 1. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived. If institution: Residence befere edmision) 
Bee a. COU! o b. COUNTY 
* $s Ww \ Carroll a Maryland Allegany 
= Be x b. CITY OR TOWN (If outside corporate limits, write | ¢. LENGTH OF STAY IN 1b ©. CITY OR TOWN (if aunide corporate limits, write RURAL ond give nearest fawn) 
Ss 5s RURAL and give nearest town) 
aes 2 moSe 20 day Cumberland ’ 
= 34 a co d. ee {If nat in hospital, give street address) d. STREET ADDRESS. e. iS eer DE Na 
f £ 
sca ad Springfield State Hospital 600 Green St. ves NOR 
o ef a " 7 
a 3. NAME OF Firs Middle lost 4. DATE Month Doy Yeor 
= DECEASED OF 
* 5 (Type ar print} John Henry WORKMEISTER DEATH November 25, i957 
soe 5. SEX 6. COLOR OR RACE %, HARRIED CL NEVER wanrre 8. DATE OF BIRTH 9. AGE In years ta unOEE a ca UNDER 24 HRS, 
Sas lanths] Doys | Hours | Min. 
8 Sa Male White WIDOWED owvorceof} | October 2, 1883. Fh yrs. 
= e ae 100. USUAL OCCUPATION (Give kind of work dane} 10b. KIND OF BUSINESS OR INDUSTRY !11. BIRTHPLACE (Stote or fareign cauntry) 12. CITIZEN OF WHAT COUNTRY? 
EE os ( 
3 soe during most af warking life, even if retired] abe 3 
3 885 pp } vie U.S.A 
$ ves { laim agent Raliroad._ Maryland SoA. 
2 ° 3 ry 13. FATHER'S NAME ” 14, MOTHER'S MAIDEN NAME 
<a) peer 
Pace Louis Workneist: Amelia Workmeister 
B Be I ouLs Wor sver ell: ie 
= ey 8 18. WAS peep a U, $. ARMED (ult 16, SOCIAL SECURITY NO. ]17, INFORMANT Address 
= 4 (Ves, 90. oF unknown) Hittjertedlivei Secs abtas ofisartice) ||) oat Ra 4 
ae aS ‘|_No = 70560329323 | Springfield Hospital Records 
pew iB 
5 es = 18. CAUSE OF DEATH [Enter anly ane cause per line for (0), (b). and (c)-] INTERVAL BETWEEN, 
3 285 PART I. DEATH WAS CAUSED BY: . Da: 
2 os- IMMEDIATE CAUSE (a) ays 
Bie 2 LG] X DUE TO 
ee 
o © ie . 
£ Ben v Conditions, if any, which 
= p . tb 
3 Bes gave rise to immediate Ie 
= See caute (a), stoting the under ( OVE TO 
Gee lying cause last. 
| ae fed Tee a (c). 
© 2e26 
p.OeBr oy. Part j!. OTHER SIGNIFICANT CONDITIONS CONTRIBLITII TO DEATH BUT NOF RELATED TO THE TERMINAL DISEASE CONDITION GIVEly IN PART 1[a)/19. WAS AUTOPSY 
SESE g Fracture, right SMU HU be oe ASSOC Bede swith cerebral arterioscleros Sy WSO NO 
rasgo G rith psycho PB on 
2 2 Y 5 
Feo3 § & | 200. ACCIDENT WASAUNDERLYING []_ | 206. DESCRIBE HOW INJURY OCCURRED. (Enter noture af injury in Part | ar Part Il af item 1B.) 
252=° elt J MINER) | FO LL 
Votss & [20c. TIME OF INJURY Manth, Doy, Year ]20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f. (City ar town) (County) (Stote) 
S58 95 = verre sm While Nenenie factory, street, sie bldg. ete.) ! M 
EERE 2} Unknown. 19 Jot wark [J of wort 36] Hospita. | Sykesville Carroll CH 
OZ. st 
(ey eas 
52<32 
ep 
wa 83 
ETOS> 
<iG 3. 
x pEss 
Ofsgvae / 
£OQs 
Z258a2 PHYSICIAN'S 
Re Sa Name tee) Walther He Sonnenfeldt. MaD --SVKOSVi Me, Maryland nn.n-nsoeecceeeenseene 
oa 2 7a. BURIAL, CREMATION, | 220. DATE THEREOF Tc. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City, tawn, or county) (State) 
Ora Bs REMOVAL (Specify) : 
Ae es Bb a Pa a Oe Com mde anid, NG 
a 23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS Qda. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
v 


Vans) | Charles L. Geo mberland, Md ot//-20-5)| GP precteg ZZ 


5 ‘A vung 


£61 23 AON 


mR. a 
UBA [zl gu 


q r MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 1 Ta 
‘ 1: CERTIFICATE OF DEATH Be are 


PHYSICIAN'S 


NAME (Type! ‘dimind Is woykesville sdlaryLand.. 


EMOVAL (Specify) 7 ‘ Jon 
Toei ee ey) 2 (Onfe fA Z) Dahlin: 
Ce Md 


8: 
Baa = 
® 36 Ww \ Fovace or pean 2. USUAL RESIDENCE (Where deceored lived. If institution: Residence before emission)» by 
8 @. COUNTY 9. STA b. COUNTY 
art al Carroll MARYLAND Maryland Balto.City 
= Be b. CITY OR TOWN (if outside corporote limits, write | ¢. LENGTH OF STAY IN Ib || « CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
e oe RURAL ond give negrest town) Baltim 2h 
os SS Sykesville ll days a. ore 2V¥ O/-¥ 
. 
ie a4 d. NAME OF HOSPITAL (If not in hospital, give street oddress) d. STREET ADDRESS IS RESIDENCE 
ees rr QR INSTTUTION. Li not ie hospital, give . Pl ON A FARM? 
aS Springfield State Hospital 3509 Esther Place ves] Ni 
£6 3. NAME OF First Middle lost 4, DATE Month Doy Year 
Ws Rveseae| Ada Haworth YATES Bratn November 2,  ,,57 
= =e 5. SEX 6. COLOR OR RACE |7. MARRIED] NEVER MARRIED [-] | 8. DATE OF BIRTH Dee as Spr UNDER 24 OS 
7 )O' in. 
a = é Female White wipowen 3 pivorceo [] September 12,187 ¢ vi ete let cr p 
= e ae 10c. USUAL OCCUPATION {Give hind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11, SIRTHPLACE {Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
3 5 Liss r during most of working life, even if retired) 1 d U s A 
Eves Housewife - Englan Soho 
g S285 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
eg 
2 38 3 Thomas Haworth Mary Haworth 
= 333 1S. WAS DECEASEDEVER IN U. S. ARMED FORCES? 116. SOCIAL SECURITY NO. |17. INFORMANT Address 
2 4 2 2 (fet, no. oF unknown) {it yes, give wor or dates of service) R 
8 of No - - Springfield Hospital Records 
€ tse i INTERVAL BETWEEN 
3 PEE: 18. eee a fea re see per line for fo}, {b). ond {c).] INTERVAL BETWEEN 
z 3¢ aie IMMEDIATE CAUSE (a) Hypochromic anemia Months 
5 =F x DUE TO 
3 
= Bsr I ) Conditions, if ony, which a 
8 BES / | gove cise to immediote 
5 sé 4 cause (a), stating the ynder- ( OVE TA 
ser lying couse last. ©. 
z 2 3 8° 3 Paat Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH 8UT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Ifo) | 19. Mee elas 
Baas =| C.BeS, due to arteriosclerotic brain disease. B) vsL) NOK] 
aod Vv 
Fotss © 200, ACCIDENT WAS UNDERLYING [J | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Por! lor Port Ii of item 18.) 
geget & JOR CONrRisuTING EL] CAUSE OF DEATH 
Zeegs 3 OF EITHER, NOTIFY MEDICAL EXAMINER) 
2 3s & [2c TE OF INJURY Month, Day, Yeor [20d. INJURY OCCURRED ]20e. PLACE OF INJURY (Home, fom, 1 20F. (City or town) (County) (Stote) 
> 23 5 Hour o. m. While Not while factory, street, office bidg., 
= aS = p.m. 19 lat work [J ot work [J] 
5° 
m =a 21.1 certify that | attended the deceased from October 21, 1 19, a toNovember 2, 19. D1 that I last saw the deceased 
= ° 
2 #5 alive onNovember 25. 12 57 4_, and that death occurred at LLtO0A a, from the causes and on the date stated abave. 
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FOR STATE Reg, Dist. No. 

HEALTH DEPT. [> ptace of peatH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence befare admission) 

a = * 9, COUNTY ©. STATE b. COUNTY # 
oS 4 Carroll a ARIE Maryland Balto.Ci 4 
aoe 

a°28 Y B. CITY OR TOWN fit eviside corporote tims, write SUPAL ¢. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 

reba od give neared torn] 

55 36 Sykesville 10 hrse _ Baltimore = / Fv OA y er 

g555 15 d. NAME OF HOSPITAL OR INSTITUTION (If not in hospitol, give street address) ~d. STREET ADDRESS is RESIDENCE 

Lela 

age Springfield Hospital Records ___ 814 Cathedral St. 00 Js nome 

> 3 3. NAME OF First Middle ton « Date “Month Doy Yeor 

o , 

Pores (Type oF print) Herbert Bremer ZISSETT DEATH November 19 

ri ges a= = cast 

So we 8 5. SEX 6. COLOR OR RACE |7. MARRIED [[] NEVER MARRIED] | 8. DATE OF BIRTH 9. AGE a IF UNDER 1YEAR| IF UNDER 24 HRS. 

eo cte % a ae rs Mi 

= e3 5 Male White wipoweo [} ovorceo(} | April 15, 1902 E 4 oo : a 
eo. Wo, USUAL OCCUPATION {Give tind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 1. BIRTHPLACE (Stote or foreign country) 2, a OF il COUNTRY? 

3 oem during rapt ot ‘of working life, even if retired) 

Baie I Maryland U.S Ae 

33 gs £ 13, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
oO a 

poe ce Edward Zissett Hermine Bremer 

=P fes 15, WAS DECEASED EVER INU: 5. ARMED FORCES? 16. SOCIAL SECURITY NO. |17. INFORMANT Addrens 
pacar a, 9 oF unknown: 1H yen, give war or dates of service) 

Son o © | i 215-05-3h65 Springfield Hospital Records 4 
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efor? 6 Hour 9. m, While Not while foctory, street, office bldg. ste. 
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yote? 
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tee Po 
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